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Many  oFTfie  cases  had  previously  failed  to 
respond  to  various  types  of  therapy,  includ- 
ing, in  some  instances,  other  topical  corti- 
costeroid preparations.?  ? 

— Gray,  H.  R.,  Wolf,  R.  L.,  and  Doncfl,  R.  H.:  Evaluation  of  Fluran- 
drenolone,  a New  Topical  Corticosteroid,  Arch.  Dermat.,  &/:18,  1961 

Description:  Each  Gm.  Cordran  cream  and  ointment  contains  0.5 
mg.  Cordran.  Each  Gm.  Cordran™-N  cream  and  ointment  con- 
tains 0.5  mg.  Cordran  and  5 mg.  neomycin  sulfate. 

All  forms  are  supplied  in  7.5  and  15-Gm.  tubes. 


Cordranm-N  ( flurandrenolone  with  neomycin  sulfate , Lilly) 

This  is  a reminder  advertisement.  For  adequate  information  for  use , please 
consult  manufacturer's  literature.  Eli  Lilly  and  Company , Indianapolis  6, 
Indiana. 


Features: 

"The  Candidate  for  Cardiovascular  Disease"  - Page  153 

by  Paul  Dudley  White,  M.D. 


'The  Arizona  Medical  School  Study  in  Retrospect"  Page  41 A 

by  Joseph  F.  Volker,  D.D.S. 
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The  incidence  of  postoperative  wound  infections,  particularly  among  debilitated  patients,  pre- 
sents a serious  hospital  problem.1  These  infections  are  caused  in  many  cases  by  strains  of  staph- 
ylococci resistant  to  most  antibiotics  in  common  use.1'2'3  In  such  instances,  CHLOROMYCETIN 
should  be  considered,  since  "...the  very  great  majority  of  the  so-called  resistant  staphylococci 
are  susceptible  to  its  action.”4 

Staphylococcal  resistance  to  CHLOROMYCETIN  remains  surprisingly  infrequent,  despite  wide- 
spread use  of  the  drug.2'4-5'7  In  one  hospital,  for  example,  even  though  consumption  of 
CHLOROMYCETIN  increased  markedly  since  1955,  there  was  little  change  in  the  susceptibility 
of  staphylococci  to  the  drug.7 

Characteristically  wide  in  its  antibacterial  spectrum,  CHLOROMYCETIN  has  also  proved  valuable 
in  surgical  infections  caused  by  other  pathogens— both  gram-positive  and  gram-negative.7’8 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including 
Kapseals  of  250  mg.,  in  bottles  of  16  and  100. 

See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such 
reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms  which  are 
susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  potentially  danger- 
ous agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral  infections 
of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood 
studies  may  detect  early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become 
irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  development  of 
aplastic  anemia. 

References:  (1)  Minchew,  B.  H.,  & Cluff,  L.  E.:  J.  Chron.  Dis.  1 3:354, 1961.  (2)  Wallmark,  G.,  & Finland,  M.:  Am.  J.M. 
Sc.  242:279,  1961.  (3)  Wallmark,  G„  & Finland,  M.:  J.A.M.A.  175:886,  1961.  (4)  Welch,  H„  in  Welch,  H,  & 
Finland,  M.:  Antibiotic  Therapy  for  Staphylococcal  Diseases,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  14. 
(5)  Hodgman,  J.  E.:  Pediat.  Clin.  North  America  8:1027,  1961.  (6)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.: 
J.A.M.A.  173:475,  1960.  (7)  Petersdorf,  R.  G.,  et  al.:  Arch.  Int.  Med.  105:398, 

1960.  (8)  Goodier,  T.  E.  W.,  & Parry,  W.  R.:  Lancet  1:356,  1959. 
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when  postoperative  infection 
complicates  convalescence... 

(chloramphenicol,  Parke-Davis) 

for  broad  antibacterial  action 


NTZ  Nasal  Spray  gives  prompt,  dependable  decongestion  of  the  nasal  membranes  for  fast  symptomatic 
relief  of  hay  fever.  The  first  spray  shrinks  the  turbinates,  restores  nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  minutes  later,  improves  sinus  ventilation  and  drainage.  Excessive 
rhinorrhea  is  reduced. 

NTZ  is  more  than  a simple  vasoconstrictor.  It  contains  Neo-Synephrine®  HCI  0.5% — the  efficacy  of 
which  is  unexcelled -to  shrink  nasal  membranes  and  provide  inner  space;  Thenfadil®  HCI  0.1%  for 
potent  topical  antiallergic  action;  and  Zephiran®  Cl  1:5000  (antibacterial  wetting  agent)  to  promote 
the  spread  of  the  decongestant  components  to  less  accessible  nasal  areas.  NTZ  is  well  tolerated  and 
does  not  harm  respiratory  tissues. 

NTZ  Nasal  Spray  also  provides  decongestive  relief  for  head  colds,  perennial  rhinitis  and  sinusitis. 
Supplied  in  leakproof,  pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 
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Imagine  your  Convalescence  in  this  Picture 

Note  the  Executone  Intercom  to  the  Nurses  Station;  for  your  Radio  or  T.V. 
for  your  Instant  Attention;  Living  Room  Decor  with  pull  down  Reading 
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Chairman  (Superior);  Robert  H.  Brdlington,  M.D.  (Phoenix); 
Charles  H.  Finney,  M.D.  (Phoenix);  Fred  L.  Goff,  M.D. 
(Douglas);  William  F.  Holsey,  M.D.  (Tucson);  Ralph  T. 
Irwin.  M.D.  (Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John 
F.  Kahle,  M.D.  (Flagstaff);  J.  Edwin  Keppell,  M.D.  (Mesa); 
Clarence  H.  Kuhlman,  M.D.  (Tucson);  Clarence  L.  Robbins, 
M.D.  (Tucson);  Leo  L.  Tuveson,  M.D.,  (Phoenix). 
PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman,  (Tucson);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  James  E.  Brady,  Jr.. 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
Richard  J.  Dexter,  M.D.  (Tucson);  Richard  E.  H.  Duisberg, 
M.D.  (Phoenix);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  Fred 

L.  Goff,  M.D.  (Douglas);  Delmer  J.  Heim,  M.D.  (Tucson); 
Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
Tucson);  William  H.  Lyle,  M.D.  (Yuma);  Deward  G.  Moody, 

M. D.  (Nogales);  Arthur  R.  Nelson,  M.D.  (Phoenix);  Walter 
M.  O’Brien,  M.D.  (Globe);  Edward  Sattenspiel,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.,  Consulting  Co-Chairman 
(Tucson). 
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Emotional  control  regained... a family  restored... 
thanks  to  a doctor  and  'Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances  because  it  is: 

■ specific  enough  to  relieve  underlying 
fear  and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 

■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans 

Posed  by  professional  models. 


confirms  the  fact  that,  in  most  patients, 
the  potential  benefits  of  ‘Thorazine’  far 
outweigh  its  possible  undesirable  effects. 

Smith  Kline  & French  Laboratories 


Thorazine® 

brand  of  chlorpromazine 

A fundamental  drug 

in  both  office  and  hospital  practice 


For  prescribing  information,  please  see  PDR  or  SK&F  literature. 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1962-63  Board  Members 

Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

President  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Ave.,  Safford,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

President-Elect  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

1st  Vice  President  Mrs.  Max  Costin 

(Organization  and  Membership  Chairman) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

Student  Nurse  Loan  Fund  . Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 

2nd  Y’ice  President Mrs.  Thomas  Rowley  (Barbara) 

(Program  Chairman) 

114  South  Miller  Street,  Mesa,  Arizona 

COUNTY  PRESIDENTS  - 1962-63 

Treasurer  Mrs.  Joseph  L.  Bonnet  (Lorene) 

415  E.  Ocotillo  Rd.,  Phoenix  12,  Arizona 

Cocoino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Recording  Secretary  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

Gila  County  Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Safford,  Arizona 

Maricopa  County Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Pima  Countv Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Vuma,  Arizona 

Yavapai  County  Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott.  Arizona 

Director  (2  years)  Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Bettv) 

701  8th  Avenue,  Yuma,  Arizona 

STATE  COMMITTEE  CHAIRMEN  - 1962-63 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDAS  DE 

American  Medical  Education  Fund..  Mrs.  C.  Selby  Mills  (Vivian) 

NORTEAMERICA  Y MEXICO 

1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

Bulletin  Mrs.  Elvie  B.  Tolley  (Mira) 

Box  919,  Bisbee,  Arizona 

President  Dr.  Juan  E.  Fonseca 

601  N.  Wilmot,  Tucson,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

President-Elect  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Vice-President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Secretary  for  the  United  States  Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Convention  To  be  announced 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

2200  16th  Place,  Yuma,  Arizona 

Treasurer  for  the  United  States  Dr.  Lucy  Vernetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Health  Careers  Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Exec.  Secy  for  United  States  Mr.  Bvron  Browder 

3008  E.  6th  St.,  Apt.  D.,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Exec.  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 

COORDINATING  COMMITTEE 

211  S.  3rd  Street,  Globe,  Arizona 

COMITE  COORDINATOR 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

Dr.  Harry  E.  Thompson 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Dr.  Hector  Gonzalez  Guevara 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

Dr.  Ignacio  Chavez 

99  West  Northview,  Phoenix,  Arizona 

Dr.  W.  R.  Manning 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


An  Extra  $2/700.00  Just  For  You! 

Doctor,  the  difference  between  a good  year  and  a bad  year 
could  be  $2700.00.  Each  year  from  now  on  we  can  guarantee 
you  that  $2700.00.  More  about  that  in  a minute. 

If  you  went  to  Goldwaters  or  Diamonds  and  ask  them  what 
their  losses  are,  they  would  figure  their  total  sales  less  their 
cash  customers  and  base  their  annual  loss  on  just  the  total 
of  their  credit  accounts.  This  is  just  plain  good  business.  Your 
losses  should  be  calculated  the  same  way.  Deduct  from  your 
total  practice  those  accounts  that  are  paid  by  insurance  and 
industrial,  your  so-called  "cash”  customers  and  then  compute 
your  losses  on  the  total  of  the  accounts  to  which  you  have 
extended  credit.  This  loss  figure  will  vary  from  doctor  to  doc- 
tor since  insurance  will  pay  a bigger  proportion  of  a surgeon’s 
practice  than  an  allergist’s  or  internal  medicine  specialist. 
Accounts  you  should  refer  to  M & D for  Budget  Plan  financing 
are  those  of  unknown  quality  . . . the  ones  you  know  won’t 
be  “cash”  or  paid  by  insurance  or  industrial.  Make  it  known 
to  your  patients  that  you  offer  a Budget  Plan  for  Health  by 
displaying  your  Membership  Plaque  and  refer  them  to  us  with 
an  Introduction  Card.  You  will  realize  immediately  the  full 
amount  of  the  bill  less  the  small  10%  service  fee  and  with- 
out recourse. 

To  get  back  to  that  $2,700.00  a year  ...  if  you  refer  just  1 
$250  account  per  month  to  us,  at  the  end  of  one  year  you 
would  be  sure  of  having  an  additional  $2,700.00  which  might 
make  the  difference  between  a successful  or  an  unsuccessful 
year. 

Remember,  Doctor,  a paid  patient  is  a satisfied  patient  and 
your  best  practice  builder. 


D 


First  Street  at  Willetta  • Phoenix 
31  North  Tucson  Boulevard  • Tucson 
456  North  Country  Club  Drive  • Mesa 


258-7755 
MA  3-9421 
WO  4-5668 
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Arizona  Medicine 


Arizona  Medical  Association  Reports 

Board  of  Directors 


MINUTES  — APRIL  25,  1962 


Meeting  of  the  Board  of  Directors  of  The 
Arizona  Medical  Association,  Inc.,  held  Wednes- 
day, April  25,  1962. 

EXECUTIVE  COMMITTEE  REPORTS 

AM  A Department  of  Medicine  and  Religion 
Luncheon  meeting  held  with  guest  Reverend 
Doctor  Paul  B.  McCleave,  newly  appointed  di- 
rector of  the  Department  of  Medicine  and  Re- 
ligion of  the  AMA.  Doctor  McLeave  outlined 
the  purposes  of  the  newly  created  department. 

1962  ARM  A Dues 

Authorized  preparation  of  a resolution  to  be 
presented  to  the  House  of  Delegates  that  ARMA 
dues  be  raised  to  $125.00  per  active  member  per 
year,  effective  in  1963. 

S.  B.  154  — Practical  Nurses  — Qualifications 
Concurred  in  position  of  the  Arizona  State 
Nurses  Association  opposing  any  changes  in  li- 
censure of  practical  nurses  as  set  forth  in  S.  B. 
154,  amending  Section  32-1627  A.R.S. 

Report  accepted. 

Meeting  of  March  18, 1962 
Community  Service  Award  — A.  H.  Robins 
Company , Inc. 

Received  nominations  by  component  county 
medical  societies  for  the  Annual  Community 
Service  Award  presented  by  the  A.  H.  Robins 
Company,  Inc.,  including  Jay  L.  Sitterly,  M.D. 
(Flagstaff  — Coconino),  Paul  B.  Jarrett,  M.D. 
(Phoenix  — Maricopa),  and  Charles  S.  Powell, 
M.D.  (Yuma  — Yuma).  Doctor  Jarrett  was  se- 
lected to  receive  the  award  for  1962. 

AMPAC 

Reviewed  previous  directive  of  the  Board  of 
Directors  that  the  Executive  Committee  proceed 
to  initiate  an  Arizona  Medical  Political  Action 
Committee,  including  the  appointment  of  a 
president  and  treasurer.  While  there  is  an  ur- 
gency regarding  activation  of  this  committee, 
it  was  pointed  out  that  concentration  has  been 
given  to  the  “crash  program”  currently  operating 
designed  to  defeat  the  King-Anderson  measure, 
IT  R.  4222  (87th  Congress). 


It  was  moved  by  Doctor  Leslie  B.  Smith,  sec- 
onded by  Doctor  Paul  L.  Singer,  and  unani- 
mously carried,  that  it  be  recommended  to  the 
next  Board  of  Directors,  to  be  constituted  fol- 
lowing the  House  of  Delegates  meeting  April 
27,  1962,  that  they  make  an  early  decision  rela- 
tive to  AMPAC. 

CENTRAL  DISTRICT  DIRECTOR 
RESIGNATION 

Accepted  resignation  of  Wallace  A.  Reed, 
M.D.  (1961-63)  as  Central  District  Director 
( Maricopa ) effective  April  27,  1962. 

BOARD  OF  MEDICAL  EXAMINERS  — 
TERM  EXPIRATIONS 

By  motions  regularly  made  and  unanimously 
carried,  the  following  nominations  were  made 
covering  the  terms  of  three  (3)  members  of  the 
Board  of  Medical  Examiners  expiring  July  1, 
1962,  each  for  a term  of  three  (3)  years  as  pro- 
vided by  statute,  the  first  nominee  in  each  group 
to  be  recommended  to  the  Governor  as  this 
Association’s  first  choice: 

MARICOPA  COUNTY 

Carlos  C.  Craig,  M.D.,  W.  Albert  Brewer, 
M.D.,  and  Paul  B.  Jarrett,  M.D.,  all  of  Phoenix. 

PIMA  COUNTY 

W.  R.  Manning,  M.D.,  James  E.  O’Hare,  M.D., 
and  Orin  J.  Farness,  M.D.,  all  of  Tucson. 

COCONINO  COUNTY 

Roy  O.  Young,  M.D.  (Flagstaff  — Coconino), 
Joseph  E.  McNally,  M.D.  (Prescott  — Yavapai), 
and  John  F.  Currin,  M.D.  (Flagstaff  — Coco- 
nino ) . 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

National  Foundation  Appointment 

Donald  K.  Buffmire,  M.D.,  of  Phoenix,  was 
appointed,  and  has  accepted,  a second  year  term 
as  a member  of  The  National  Foundation’s 
Plealth  Scholarship  Committee  of  Arizona.  Re- 
ceived. 
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VNB  Trust  No.  3068 

Valley  National  Bank,  associate  with  its  ad- 
ministration of  the  trust  account  No.  3068  (Be- 
nevolent and  Loan  Fund  — Student  Loans),  re- 
ported income,  deductions,  and  credits  for  the 
year  1961  for  information  of  the  Association  ap- 
plicable to  income  tax  returns.  It  has  been  de- 
termined by  counsel  that,  under  the  Associa- 
tion's “non-profit”  status  and  especially  since 
the  student  loan  portion  of  the  operation  being 
adminstered  can  be  construed  as  “charitable”, 
no  accounting  will  be  necessary  involving  in- 
come tax  returns. 

Regarding  the  “Benevolent"  portion  of  the 
operation  of  the  Benevolent  and  Loan  Fund,  if 
and  when  it  becomes  operative,  attention  is  di- 
rected to  the  fact  that  the  Association  was  grant- 
ed exemption  under  the  “Internal  Revenue  Code 
of  1939".  The  corresponding  exemption  statute 
under  the  Internal  Revenue  Code  of  1954  is  Sec- 
tion 501  (c)  (6),  which  provides  that  business 
leagues,  chambers  of  commerce,  real  estate 
boards,  or  boards  of  trade  not  organized  for 
profit  and  no  part  of  the  net  earnings  of  which 
inure  to  the  benefit  of  any  private  share  holder 
or  individual  are  exempt  from  federal  taxes.  The 
regulation  under  said  Section  (Reg.  Section 
1.501(c)  (6)-l)  provides  that  the  activities  of 
such  an  organization  should  be  directed  to  the 
improvemeint  of  business  conditions  of  one  or 
more  lines  of  business  as  distinguished  from  the 
performance  of  particular  services  for  individual 
persons.  It  would  seem  clear  that  any  financial 
aid  given  to  the  members  of  the  Association 
would  be  the  performance  of  particular  services 
for  individual  persons.  The  use  of  the  Benevo- 
lent and  Loan  Fund  as  a part  of  the  Associa- 
tion should  be  limited  by  the  foregoing  restric- 
tion. Noted. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Financial  Report 

The  Treasurer  reviewed  in  detail  the  State- 
ment of  Income  and  Expenditures  for  the  period 
to  and  including  March  31,  1962. 

The  Editor-in-Chief  reviewed  the  Statement 
of  Income  and  Expenditures  associate  with  the 
publication  of  Arizona  Medicine. 

It  was  moved  by  Doctor  Neubauer,  seconded 
by  Doctor  Beaton,  and  carried  that  the  Board 
of  Directors  go  on  record  as  supporting  the  bud- 
getary increases  included  in  resolution  submit- 


ted by  the  Treasurer  to  be  presented  to  the 
House  of  Delegates.  Doctor  O’Hare  voted  in  the 
negative. 

It  was  moved  by  Doctor  Dudley,  seconded  by 
Doctor  Singer,  and  unanimously  carried  that  the 
report  of  the  Treasurer  be  accepted. 

Membership  Classification  Change 
Vernon  L.  Mahoney,  M.D.  (Tucson),  active- 
granted  dues  exemption  effective  January  1, 
1963,  account  attainment  70  years  of  age. 

Dues  Delinquents 

Effective  April  1,  1962,  nineteen  (19)  mem- 
bers became  delinquent  in  the  payment  of  their 
1962  dues,  including  thirteen  (13)  members  of 
the  Maricopa  County  Medical  Society,  one  (1) 
of  the  Pima  County  Medical  Society,  four  (4) 
of  the  Pinal  County  Medical  Society,  and  one 
(1)  of  the  Yuma  County  Medical  Society.  Re- 
port received. 

Central  Towers  Lease  Termination 

Counsel  reports  execution  of  Central  Towers 
lease  termination  agreement  by  Central  Towers 
Building,  Inc.  and  this  Association  effective 
March  31,  1962  for  the  consideration  and  pay- 
ment of  $1,294.71,  said  agreement  having  been 
forwarded  to  the  Maricopa  Recorder’s  office  for 
proper  recording.  Report  received. 

HISTORY  AND  OBITUARIES 
COMMITTEE 

ARMA  Medical  Historical  Records 

In  response  to  suggestion  of  the  University  of 
Arizona  by  letter  dated  November  8,  1961,  re- 
ceived from  Bernard  L.  Fontana,  Field  Histori- 
an, that  the  historical  records  of  this  Associa- 
tion be  transferred  and  stored  in  its  library, 
thereby  making  them  available  under  whatever 
restriction  to  its  research  program  entitled  “Ari- 
zona Collection  for  Western  and  Borderlands 
Research,”  the  History  and  Obituaries  Commit- 
tee of  this  Association  submits  its  report.  The 
Library  and  Archives  of  the  State  of  Arizona 
would  likewise  be  interested  in  receiving  micro- 
film copies  should  it  be  determined  that  such 
material  be  transferred. 

Relative  to  transferring  our  historical  records, 
counsel  advised  that  there  have  been  successful 
lawsuits  around  the  country  regarding  families 
which  have  been  blasphemed.  The  rule  is  not 
clear  as  to  where  the  point  occurs.  Counsel  can- 
not render  an  opinion  at  the  moment;  but  in  the 


10A 


Arizona  Medicine 


event  it  is  determined  to  transfer  the  records  to 
the  University  library,  he  would  like  to  have  the 
opportunity  to  review  the  papers;  certainly,  a 
restriction  should  be  placed  upon  their  use. 

It  was  moved  by  Doctor  Singer,  seconded  by 
Doctor  O’Hare,  and  unanimously  carried  that 
the  historical  materials  of  this  Association  re- 
main in  its  possession. 

Pima  County  Medical  Society 

Pima  County  Medical  Society  received  a simi- 
lar request  from  the  University  of  Arizona  sug- 
gesting filing  of  its  historical  records  with  the 
university  library  and  sought  the  assistance  of 
this  Association  to  have  the  matter  legally  re- 
viewed. Question  had  been  raised  as  to  cost  of 
such  evaluation  and  determination  as  to  which 
organization  should  assume  such  expenditure. 
Inasmuch  as  a determination  has  now  been 
made  regarding  the  historical  records  of  this 
Association,  there  appears  to  be  no  need  for 
further  consideration  of  the  Society  request. 

LEGISLATIVE  COMMITTEE 

Basic  Science  Law  Amendment 

Counsel  reports  that  it  was  not  possible  to 
complete  a proposed  amendment  to  the  Basic 
Science  Statute  as  authorized  due  to  the  fact 
that  an  unanticipated  development  arose  where- 
in it  was  expressed  desirable  to  cover  “partial” 
reciprocity  recognized  and  granted  by  the  Ari- 
zona State  Board  of  Examiners  in  the  Basic  Sci- 
ences but  not  covered  in  the  existing  statute.  As 
this  appeared  to  be  involved,  and  due  to  the 
lateness  of  its  recognition  following  completion 
of  the  amendment  initially  desired,  it  was  con- 
sidered advisable  not  to  attempt  to  introduce 
such  measure  during  the  recently  concluded  ses- 
son  of  the  25th  Legislature.  It  was  determined 
that  such  measure  shall  be  given  priority  with 
the  convening  of  the  26th  State  Legislature,  Jan- 
uary, 1963. 

AM  A Chiropractic  Survey 

The  American  Medical  Association  has  under- 
taken a national  survey  dealing  with  the  prac- 
tice of  chiropractic.  Distributed  some  time  ago 
was  a detailed  questionnaire  associate  with  the 
study  wherein  certain  information  was  sought 
regarding  the  existing  practice  of  chiropractic 
in  the  several  states.  This  questionnaire  was  re- 
sponded to.  In  the  interim,  The  National  Chiro- 
practic Association,  cognizant  of  the  study  being 
undertaken  by  AMA,  prepared  a questionnaire 
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of  its  own,  distributed  among  its  chiropractors 
attempting  to  refute  much  of  the  information 
anticipated  to  be  reported  upon  by  the  several 
states.  This  is  for  information  only,  there  being 
no  indication  for  action  at  this  time. 

AMA  Legal  Conference 

The  Law  Department  of  AMA  conducts  a 
conference  in  Chicago  over  a two-day  period 
especially  designed  for  the  benefit  of  Associa- 
tion legal  counsels  and  executive  secretaries. 
They  commenced  in  1956.  In  1962,  it  will  be 
held  at  the  Drake  Hotel  in  Chicago,  Friday  and 
Saturday,  May  18  and  19,  1962.  Counsel  of  the 
Association  has  attended  one  of  these  confer- 
ences. The  Executive  Secretary  has  attended 
none  inasmuch  as  in  the  past  they  happened  to 
fall  within  the  period  before  and  after,  or  close- 
ly associate  with,  the  annual  meeting,  making 
attendance  impossible.  Council  indicated  that 
he  anticipated  no  other  business  in  the  Chicago 
area  at  the  time  of  this  meeting;  accordingly,  it 
does  not  appear  he  will  be  in  a position  to  at- 
tend. With  budget  restrictions  apparent,  the 
Executive  Secretary,  while  expressing  the  im- 
portance of  this  particular  meeting,  considered 
it  impracticable  to  participate  hoping  that  each 
executive  may  ultimately  attain  some  of  the 
benefits  through  review  of  any  reporting  coming 
out  of  the  session  scheduled. 

MEDICAL  ECONOMICS  COMMITTEE 

Medicare  Contract  — DA-49 -007 -MD -806 

It  was  regularly  moved  and  unanimously  car- 
ried that  there  be  authorized,  executed  two  (2) 
documents,  (a)  a Three-Party  Contractors’  Re- 
lease, (b)  a Three-Party  Contractors’  Assign- 
ment of  Refunds,  Rebates,  Credits,  and  Other 
Amounts,  ( c ) a Cumulative  Claim  and  Reconcil- 
iation Statement  (involving  an  expenditure  of 
$2,089,926.12)  covering  Medicare  Contract  No. 
DA-49-007-MD-806  fof  the  period  December  7, 
1956,  to  February  28,  1961. 

Medicare  Contract  — No.  DA-49-192-MD-64. 

Presented  for  execution  on  the  part  of  this 
Association,  executed  by  the  Fiscal  Administra- 
tor, Arizona  Blue  Shield  Medical  Service,  is  a 
supplemental  agreement  providing  Annex  I,  con- 
tract modification  and  addendum  No.  4 incor- 
porated into  the  Medicare  Manual  and  Schedule 
of  Allowances  (Appendix  “E”)  Code  No. 
E-4697,  Tracheloplasty  (Shirodkar  or  Lash) 
$75,00,  a,  new  code  procedure  to  the  Female 
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Genital  Section  in  the  sub-section  entitled  “Uter- 
us Cervix  Uteri,”  page  180  of  the  Manual. 

On  motion  regularly  made  and  unanimously 
carried,  this  supplemental  agreement  was  au- 
thorized executed. 

House  Resolution  Number  Eight 

The  Board  of  Directors,  in  meeting  held  Feb- 
ruary 4,  1962,  received  from  its  Medical  Eco- 
nomics Committee  a recommendation  referable 
to  House  Resolution  Number  Eight  (1961)  sug- 
gesting an  actuarilly  sound  program  to  combine 
Medical  Student  Loan  and  Voluntary  Physicians 
Disability  and  Retirement  Plan  under  one  fund. 
Action  was  deferred  awaiting  result  of  the  1962 
proposed  National  legislation  such  as  the  Keogh- 
Simpson  law  (HR  10),  and  Professional  Cor- 
poration Legislation  enactment  in  the  State  of 
Arizona.  Inasmuch  as  the  latter  has  been  enact- 
ed, the  Board  determined  there  appears  no  fur- 
ther action  to  be  taken  at  this  time;  according- 
ly, the  subject  was  tabled. 

California-Western  Group  Life  Insurance 

It  was  announced  by  the  California-Western 
States  Life  Insurance  Company  that  it  has 
agreed  to  open  enrollment  for  members  of  the 
Association  under  age  fifty  (50)  between  the 
period  April  25  to,  and  including,  May  31  pro- 
vided at  least  one  hundred  (100)  applications 
are  received  from  doctors  of  the  State.  This  com- 
pany, of  course,  is  underwriting  the  Association- 
sponsored  group  life  insurance  program.  Re- 
ceived. 

PROFESSIONAL  COMMITTEE 

The  Board,  by  motion  regularly  made  by  Doc- 
tor O’Hare,  seconded  by  Doctor  Singer,  and 
unanimously  carried,  accepted  the  report  of  the 
Professional  Committee,  including  the  following 
items:  (a)  resignation  of  Lowell  C.  Wormley, 
M.D.,  as  member  of  the  Committee  by  letter 
dated  February  8,  1962;  (b)  recommended 

sponsorship  of  the  Annual  Cancer  Seminar 
scheduled  to  be  conducted  at  Hotel  Westward 
Ho,  Phoenix,  March  15  through  17,  1962  to  qual- 
ify for  attendance  credits  (AAGP);  (c)  Arizona 
Cancer  Society  reports  establishment  of  volun- 
tary Tumor  Registries  in  Arizona  with  the  co- 
operation of  the  Arizona  State  Department  of 
Health  and  further  seeks  approval  of  this  Associ- 
ation in  the  establishment  of  a one-day  work- 
shop with  hospital  personnel  to  review  the  pro- 
gram and  set  forth  the  objectives  to  achieve 


uniformity  in  the  process  — official  request  of 
ACS  not  in  hand;  (d)  report  of  the  activities  of 
its  Subcommittee  on  Civil  Defense  and  Safety; 
(e)  recommended  endorsement  of  the  objec- 
tives of  the  Medic  Alert  Foundation  identifying 
individuals  involved  in  emergencies  as  to  spe- 
cific illnesses  of  the  individual;  (f)  recommend- 
ed counsel  opinion  and  endorsement  of  S.B.  208 
dealing  with  Registered  and  Practical  Nursing 
and  H.B.  89  providing  for  the  operation  of  shel- 
ter care  homes;  (g)  recommends  support  of  S.B. 
237  providing  for  the  certification  of  psycholo- 
gists; (h)  recommends  approval  of  the  WICHE 
program  comprising  a ten-day  course  available 
to  physicians  practicing  without  the  field  of  psy- 
chiatry dealing  with  problems  of  mental  health; 
(i)  report  on  the  Eighth  Annual  Conference  of 
Mental  Health  representatives  of  state  medical 
associations  held  in  Chicago  February  2-3,  1962 
and  alerting  Arizona  to  the  Congress  on  mental 
health  to  be  held  in  Chicago  October  next;  (j) 
recommended  that  the  Air  Pollution  Panel  ad- 
dressing the  Professional  Committee  February 
11,  1962,  present  its  program  for  the  edification 
of  the  Board  of  Directors. 

Civdl  Defense  Report 

Doctor  Earl  J.  Baker,  Chairman  of  the  Sub- 
committee on  Civil  Defense  and  Safety  of  the 
Professional  Committee,  submitted  a report  on 
organized  medicine  and  the  Civil  Defense  medi- 
cal care  program  including  recommendations 
and  two  resolutions  to  be  introduced  into  the 
House  of  Delegates  during  this  session.  It  was 
directed  that  the  resolutions  be  prepared  in 
proper  form  and  introduced  at  this  session  of 
the  House;  however,  as  regards  the  balance  of 
the  report  and  recommendations,  it  was  directed 
that  they  be  referred  to  the  Professional  Com- 
mittee for  its  review  and  any  recommendations 
following  routine  protocol. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Convention  Program  Grants 

Eli  Lilly  and  Company  reports  adoption  of  a 
plan  to  be  known  as  the  Lilly  State  Convention 
Program  Grants  which  would  provide  funds  for 
honoraria  and  expenses  of  qualified  speakers  to 
be  selected  by  the  program  committee  of  the 
respective  associations.  For  this  association,  the 
grant  would  be  $250.00.  Accepted. 

Medical  Speakers  Library 

Medical  Speakers  Library  Service  of  Los  An- 


12A 


Arizona  Medicine 


geles  seeks  authorization  to  tape  record  only 
the  scientific  presentations  associate  with  the 
Annual  Meeting  of  this  Association  for  its  audio- 
educational  library  serving  physicians  in  prac- 
tice to  provide  them  with  an  additional  means 
for  continuing  postgraduate  medical  education. 
Inasmuch  as  arrangements  already  have  been 
concluded  for  this  meeting,  it  was  suggested 
that  the  offer  be  referred  to  the  Scientific  As- 
sembly Committee  for  consideration  in  1963. 

COMMUNICATIONS 

Arizona  Association  of  Student  Nurses 

Arizona  Association  of  Student  Nurses  seeks 
financial  assistance  in  its  organization  which 
represents  student  nurses  of  the  six  nursing 
schools  in  Arizona.  Its  National  Convention  is 
scheduled  to  be  held  in  Detroit,  Michigan,  May 
18  through  21,  1962,  and  being  without  funds, 
solicits  support.  Due  to  financial  limitations  of 
this  organization,  and  inasmuch  as  provision 
has  not  been  made  previously,  the  request  was 
denied. 

Maricopa  County  Association  of  Medical 
Assistants 

The  Maricopa  County  Association  of  Medical 
Assistants  seeks  affiliation  with  the  National 
Association  of  Medical  Assistants,  which  latter 
organization  has  the  approval  of  the  American 
Medical  Association.  An  approval  of  this  Associ- 
ation is  requested  to  achieve  the  objective.  Ap- 
proved. 

Sears-Roebuck  Foundation 

The  Sears-Roebuck  Foundation,  through  its 
member,  Fred  A.  Tucker,  M.D.,  representing 
the  States  of  Arizona,  California,  Idaho,  Neva- 
da, Oregon,  Utah,  and  Washington,  seeks  nom- 
inations (three  (3)  names)  to  fill  the  anticipa- 
ted vacancy  on  its  Board  to  succeed  Doctor  Wes- 
ley Hall  of  Reno,  whose  term  of  four  (4)  years 
will  expire  this  year.  It  was  determined  to  refer 
this  matter  to  the  President  who  will  select 
three  members  whose  names  will  be  forwarded 
as  this  Association’s  nominees. 

Arizona  Science  Fair 

The  Centra]  Regional  Science  Fair  acknowl- 
edges, with  grateful  appreciation,  this  Associa- 
tion’s contribution  ($50.00)  toward  support  of 
the  Ninth  Annual  Central  Arizona  Regional  Sci- 
ence Fair  here  April  6-7  on  the  Arizona  State 
University  campus.  Received. 
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OTHER  BUSINESS 

Maricopa  County  Hospital  Development 
Association 

Dermont  W.  Melick,  M.D.,  presented  his 
views  associate  with  the  fund  drive  by  the  Mari- 
copa County  Hospital  Development  Association 
suggesting  a “Professional  Career  Commitment” 
approach  on  the  part  of  the  physicians’  expected 
donations.  Received. 

Arizona  State  Welfare  Department 

Commissioner  Fen  Hildreth  of  the  Arizona 
State  Welfare  Department  advised  that  June  1, 
1962,  resulting  from  recent  legislation  enacted, 
the  Welfare  Department  will  institute  a new 
program:  “Aid  to  the  Permanently  and  Totally 
Disabled,”  which  will  be  a part  of  a Federal 
matching  program  in  the  administration  of  such 
aid.  It  is  expressed  desirable  that  a medical  re- 
view team,  including  appointees  from  the  vari- 
ous counties  of  the  State,  be  activated  for  the 
purpose  of  examining  potential  beneficiaries  to 
determine  “permanent  or  total  disability.”  This 
will  include,  of  course,  a medical  examination 
which  will  be  required  to  be  undertaken  by  a 
local  physician  in  the  community  area  of  the 
beneficiary.  While  the  Welfare  Department  sub- 
scribes to  “freedom  of  choice  of  physician,”  in 
this  instance,  and  on  the  basis  of  past  experi- 
ence, it  would  not  wish  to  have  an  attending 
physician  make  such  decision,  but  rather  one 
who  will  review  a case  objectively  and  make  a 
medical  determination  without  taking  into  con- 
sideration an  individual’s  economic  circum- 
stances or  tend  toward  being  benevolent  at  the 
expense  of  the  State. 

Doctor  Yount  moved  that  this  matter  be  re- 
ferred to  the  Professional  Committee  for  study 
before  the  next  meeting  and  make  our  disposi- 
tion at  that  time.  The  motion  lost. 

It  was  regularly  moved  by  Doctor  O’Hare, 
seconded  by  Doctor  Beaton,  and  carried  that 
we  accept  the  panel  plan  as  outlined  by  Fen 
Hildreth  and  that  the  Professional  Committee, 
as  requested,  provide  the  Welfare  Department 
with  a list  of  names.  Two  opposed. 

Received  from  Commissioner  Hildreth  were 
copies  of  a revision  of  criteria  for  determining 
total  and  permanent  disability  allowing  for  free 
choice  of  a physician  by  the  patient.  The  com- 
missioner advised  that  this  matter  has  been  dis- 
cussed with  Doctor  Hamer,  who  elaborated 
thereon. 
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It  was  regularly  moved,  seconded,  and  car- 
ried that  this  matter  be  referred  to  the  Profes- 
sional Committee  for  review  and  report  to  the 
Board  of  Directors. 

Womens  Auxiliary 

Mrs.  Frederick  W.  Knight,  President-elect  of 
the  Woman’s  Auxiliary  to  The  Arizona  Medical 
Association,  Inc.,  presents  the  organization’s  pro- 
posed program  for  the  year  1962-63,  including 
a request  for  assistance  in  the  form  of  an  ap- 
propriation of  $1,000.00  to  carry  out  its  activi- 
ties. It  was  regularly  moved,  seconded,  and 
unanimously  carried  that  the  report  be  accepted. 

Arizona  State  Insurance  Council 

Doctor  Schwartzmann,  Chairman  of  the  Ad 
Hoc  Committee  for  Liaison  with  the  Arizona 
State  Insurance  Council,  submitted  its  report 
covering  the  joint  meeting  with  representatives 
of  the  Arizona  State  Hospital  Association  and 
the  Arizona  State  Insurance  Council  held  Janu- 
ary 24,  1962.  Inasmuch  as  Doctor  Schwartzmann 
was  not  in  attendance  at  this  point  in  the  meet- 
ing, it  was  determined  by  motion  regularly 
made,  seconded,  and  unanimously  carried  that 


no  action  be  taken,  deferring  consideration  un- 
til the  next  meeting  of  the  Board  of  Directors  to 
which  Doctor  Schwartzmann  shall  be  invited  to 
be  present  making  himself  available  to  the  sub- 
mission of  questions  on  the  subject. 

AMA  Annual  Meeting 

It  was  regularly  moved,  seconded,  and  unan- 
imously carried  that  the  President-elect  be  au- 
thorized to  attend  the  Annual  Meeting  of  the 
American  Medical  Association  to  be  held  in  Chi- 
cago, June  25  through  June  29,  1962,  represent- 
ing this  Association  and  at  its  expense. 

H.  R.  4222  — King- Anderson 

Doctor  Leslie  B.  Smith,  President,  reviewed 
progress  being  made  in  line  with  the  program 
of  this  Association  referable  to  H.  B.  4222  of 
the  87th  Congress  providing  for  hospital  ex- 
penses, skilled  nursing  home  care,  etc.,  for  aged 
beneficiaries  under  the  Old  Age,  Survivors,  and 
Disability  insurance  program  to  be  financed 
under  the  existing  Social  Security  system. 

Paul  L.  Singer,  M.D. 

Secretary 


THE  COST  OF  MEDICAL  CARE 


How  the  medical  care  dollar  is  spent 
compared  with  20  years  ago 

20  Years  Ago  Today 


Health  Appliances  

6c 

6c 

Drugs  

22c 

20c 

Dentists  

14c 

11c 

^Physicians  

30c 

25c 

* Hospitals  

17c 

26c 

* Health  Insurance 

5c 

7c 

All  Other 

6c 

5c 

* Analysis: 

Doctors  get  less  of  the  health  dollar  today 
than  20  years  ago. 

Hospitals  get  more  mainly  because  so  much 
of  hospital  costs  are  in  wages  (about  70%). 
There  are  two  employees  per  patient  on  the 
average  . . . and  payrolls  are  up  65-75%  in 
20  years. 

128  million  people  are  now  covered  by  health 
insurance. 

(from  AMA’s  publication,  “The  ? Cost  of 
Medical  Care”) 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  H Cl) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 
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A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


..’y  y!  §§| y y-y-y 

> ’ « f ~ £?*■  tctifimm 


5055  North  34th  Stri 
AMherst  4-4] 
PHOENIX,  ARIZO 

OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Direc 


L 


ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATI 


for  the 
tense 
and  anxious 
patient . . . 


_* 


Sustained  tranquilization 
without  autonomic  side  reactions 

• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with  just  one 
capsule  — without  causing  autonomic  side  reactions  and  without  impairing  mental 
acuity,  motor  control  or  normal  behavior. 

• ECONOMICAL  for  the  patient  — daily  cost  is  only  a dime  or  so  more  than  for 
barbiturates. 

Meprospan-400 

400  mg.  meprobamate  (Miltown®)  sustained-release  capsules 
Usual  dosage:  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  all  night 
Available:  Meprospan- /t0  0 , each  blue-topped  capsule  contains  400  mg.  Miltown  (meprobamate). 

Meprospan-200,  each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

WALLACE  LABORATORIES  / Cranbury,  N.J. 


CME-063O 


If  you  have  patients  on  a cholesterol  depressant  diet , this  will  be  welcome  news: 


General  Mills  is  now  making  available,  through  grocery  stores,  a Safflower 
Oil  which  is  totally  acceptable  in  the  diet,  and  which  is  priced  reasonably. 


SAFFOLIFE 

Safflower  Oil  v^T) 


As  you  know,  Safflower  Oil  is 
higher  in  poly-unsaturates  and 
lower  in  saturated  fats  than 
any  other  type  of  readily  available 
vegetable  oil. 

When  an  increased  poly- 
unsaturated fatty  acid  intake  is 
desirable,  you  can  recommend 
Saff-o-life  Safflower  Oil.  You 
can  do  so  with  the  assurance  that 
the  patient  will  find  it  completely 
appetizing— clear,  light  and 
fresh-smelling— and  priced  at  a 
level  which  poses  no  problem. 

^atio  of  Linoleates*  to  Saturates 

*(Poly-Unsaturates) 

SAFFLOWER  OIL  • 9.0  to  1.0 
CORN  OIL  *5.3  to  1.0 
SOYBEAN  OIL -3.5  to  1.0 
COTTONSEED  OIL  • 2.0  to  1.0 
PEANUT  OIL*  1.6  to  1.0 

Physicians  who  wish  recipes 
using  Saff-o-life  Safflower  Oil 
are  invited  to  write  directly 
to  General  Mills,  Inc. 

Address  your  inquiries 
to  Professional  Services 
Director,  General  Mills,  Inc. 

Dept.  120,  9200  Wayzata  Blvd., 
Minneapolis  26,  Minnesota. 
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PERCODAN  BRINGS  SPEED... DURATION... 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


(Saits  of  Dihydrohydroxycocleinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■acts  in  5-15  minutes  "relief  usually 
lasts  6 hours  or  longer  "constipation 
rare  a sleep  uninterrupted  by  pain 


Zfuio 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose  : 1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (wai-ning:  may  be  habit-forming),  0.38  mg.  homati-opine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  *U.S.  Pats.  2,628,185  and  2,907,768 


blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2-8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide^;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  & Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  et  al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickel),  J.:  Ant.  Med.  & Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 


(Adapted -from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 


SALUTENSIN 


mm 


thiazide 


thiazide 

protoveratrine  A 
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12 
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3V2  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  USING  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 

Mean  Blood  Pressures— Systolic  (S)  and  Diastolic  (D) 


Placebo  Followed  by  Salutensin 
(22  patients) 

Salutensin  Followed  by  Placebo 
(23  patients) 

Placebo  Salutensin 

Before  After  Before  After 

Salutensin  Placebo 

Before  After  Before  After 

In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co., Syracuse, N.Y. 
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makes  glaucoma  screening  easier 

Since  approximately  3 to  4 per  cent  of  those  patients  in  the  forty-and-over  age  group  may  have 
glaucoma,  the  value  of  a routine  measurement  of  the  intraocular  pressure  is  self-evident.”1 

Screening  tonometry  for  early  detection  of  glaucoma  can  be  incorporated  conveniently  into  any  physical 
examination  procedure  when  the  eye  is  anesthetized  with  OPHTHAINE,  the  topical  anesthetic  with  the 
shortest  onset  time.  Instillation  of  1 or  2 drops  produces  adequate  anesthesia  in  approximately  20  seconds 
or  less.2'3  OPHTHAINE  anesthesia  is  completely  safe,  because  the  drug  does  not  damage  the  corneal 
epithelium  and  seems  to  be  less  irritating  than  other  agents.4'5  6 The  duration  of  anesthesia  (about  15 
minutes)is  adequate  forremoval  of  foreign  bodies  and  similar  operative  procedures.  In  fact, the  proper- 
ties of  OPHTHAINE  make  it  ideal  for  any  ophthalmologic  procedure  requiring  topical  anesthesia. 

SUPPLY:  Ophthaine  is  supplied  as  a sterile  0.5%  solution  in  plastic  drop-dispensing  bottles  containing  15  cubic  centi- 
meters. REFERENCES:  1.  Gordon,  DM.:  New  YorkJ.  Med.  61 :3649  (Nov.  1)  1961 . 2.  McIntyre,  A.R.;  Lee,  L.W.;  Rasmussen,  J. 

A.;  Kuppinger,  J.C.,  and  Sievers,  R.F.:  Nebraska  State  M.J.  35:100  (Apr.)  1950.  3.  Boozan,  C.W.,  and  Cohen,  I.J.:  Am. 

J.  Ophthat.  36:1619  (Nov.)  1953.  4.  Jervey,  J.W.:  South  M.J.  48:770  (J u ly)  1 955.  5.  Leopold,  I.H.:  in  Modell,  W.:  Drugs  of 
Choice,  1960-1961,  St.  Louis,  C.V.  Mosby  Co.,  1960,  page  699.  6.  Linn,  J.G.,  Jr.,  and  Vey,  E.K.:  Am.  J.  Ophthat. 

40:697  (Nov.)  1955 


Squibb  i 


Squibb  Quality— the  Priceless  Ingredient 


SQUIBB  DIVISION 


DPHTHAINE 


thalne®  Is  a Squibb  trademark 


SQUIBB  PROPARACAINE  HYDROCHLORIDE 


only  topical  antifungal  with  first  orally  effective  antifungal 
sweat -inhibiting  action*  antibiotic  for  ringworm 


to  lighten  the  step  in  athlete’s  foot- 
itching,  sweating,  painful  walking 
are  over— sooner— with 
combined  topical-oral  therapy  for 
an  “on-the-double”  antifungal  attack 


For  daytime  use,  Advicin  Powder,  2 ounce  can.  For  nighttime  use,  Advicin  Cream,  50  gram  tube. 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Sobering  Representative  or 
Medical  Services  Department,  Schering  Corporation,  Bloomfield,  New  Jersey. 

*ADVICIN  contains  PRANTAL®  (brand  of  diphemanil  methylsulfate)  2%,  undecylenic  acid  5%,  and  sali- 
cylic acid  3%.  s- s 2 1 


Treatment  results  were  good, 
and  in  many  cases  a dramatic  response  was  noted. 
Many  of  the  cases  had  previously  failed  to  respond 
to  various  types  of  therapy  including,  in  some  in- 


stances, other  topical  corticosteroid  preparations.  ^ y 

— Gray,  H.  R.,  Wolf,  R.  L.,  and  Doneff,  R.  H.:  Evaluation  of  Fluran- 
drenolone,  a New  Topical  Corticosteroid,  Arch.  Dermat.,  84: 18,  1961. 

A look  at  the  products — Cordran  cream  and  ointment  are  new  cortico- 
steroid preparations  especially  formulated  for  the  skin.  Each  Gm.  contains 
0.5  mg.  Cordran. 

Cordran™-N  cream  and  ointment  combine  Cordran  and  the  wide-spectrum 
antibiotic,  neomycin.  Each  Gm.  contains  0.5  mg.  Cordran  and  5 mg.  neo- 
mycin sulfate  (equivalent  to  3.5  mg.  base).  Cordran-N  is  particularly  useful 
in  steroid-responsive  dermatoses  complicated  by  potential  or  actual  skin 
infections. 

All  forms  are  supplied  in  7.5  and  15-Gm.  tubes. 

Cordranm-JV (flurandrenolone  with  neomycin  sulfate,  Lilly) 

This  is  a reminder  advertisement.  For  adequate  informa- 
tion for  use,  please  consult  manufacturer's  literature.  Eli 
Lilly  and  Company,  Indianapolis  6,  Indiana.  240241 
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The  Candidate  for  Cardiovascular  Disease 


Paul  Dudley  White,  M.D. 


In  the  past  forty  years  cardiology  has  developed  through  the  efforts  of 
the  author  and  other  dedicated  men.  Recent  research  in  heart  disease  has 
been  greatly  aided  by  public  and  private  agencies.  With  increasing  knowl- 
edge of  the  genetic  and  environmental  factors  responsible  for  cardiovascu- 
lar disturbance  the  candidate  for  cardiovascular  disease  may  be  more  read- 
ily recognizable  and  his  disease  process  prevented. 


LADIES  AND  GENTLEMEN.  Cardiology 
wasn’t  a good  word  when  I started  my  career 
in  the  field.  In  fact,  we  had  to  keep  it  quite  dark 
if  we  were  interested  in  cardiology.  It’s  only  in 
the  last  two  or  three  decades  that  it,  that  is,  the 
word,  has  become  respectable.  Once  in  a while 
we  could  say  that  we  were  internists  interested 
especially  in  cardiovascular  disease,  but  we 
couldn’t  use  the  word  cardiology,  not  for  a good 
many  years.  Many  of  my  teachers  and  associates 
were  sure  that  I was  ruining  my  future  by  going 
into  such  a small  and  narrowing  field,  that  I’d 
become  narrow  like  the  field  itself.  That  was 
about  1920.  But  I didn’t  tell  you  last  night  as  I 
should  have,  when  I was  recounting  somewhat 
the  history  of  the  evolution  of  cardiology,  about 
its  very  beginning  and  its  very  end  — I gave  you 
the  intermediate  steps.  The  very  beginning  was 
that  of  small  groups  hiding  away  in  laboratories 
here  and  there  throughout  the  country  — in  New 
York,  Chicago,  Philadelphia,  St.  Louis,  and  Bos- 
ton. There  were  really  only  a few  individuals 
working  in  the  field.  This  sort  of  thing  hap- 
pened in  my  laboratory  in  Boston.  For  several 
years  we  would  foregather  in  my  laboratory  and 
discuss  mutual  studies  and  interests  in  the  car- 
diovascular field.  There  were  people  like  Drs. 
Soma  Weiss,  Blumgart,  Sam  Levine,  and  How- 

Presented  at  the  Fourth  Annual  Cardiac  Symposium,  Arizona 
Heart  Association,  Arizona  Biltmore  Hotel,  Phoenix,  Arizona, 
January  28,  1961. 


ard  Sprague,  and  others;  I think  there  were 
eight  or  ten  of  us. 

Gradually  we  attracted  more  people  into  this 
particular  field.  We  outgrew  the  laboratory  and 
then  used  to  meet  in  the  hospitals  in  Boston, 
taking  turns;  I think  that  in  large  part  through 
the  cardiovascular  group  we  developed  — and  I 
suppose  that  was  true  in  other  cities,  too  — a 
very  good  camaraderie  between  the  hospitals  in 
Boston.  It’s  been  a very  pleasant  atmosphere. 
Finally  we  found  that  the  hospital  meetings 
were  getting  too  big;  then  we,  a few  active  re- 
searchers, met  periodically  in  our  private  homes. 
Thus  for  a long  time,  for  years  and  years,  we’d 
meet  at  each  other’s  homes  once  a month  — a 
small  active  group.  This  was  all  before  the  fur- 
ther development  — the  evolution  — of  such 
larger  groups  as  the  American  Heart  Association 
and  the  International  Society  of  Cardiology,  but 
that  was  the  beginning.  This  was  true,  I think, 
the  world  over.  In  many  parts  of  the  world  even 
today  it’s  considered  not  seemly  to  specialize  in 
such  a “small”  field  as  heart  disease.  Of  course 
now  I wish  I’d  been  able  to  tell  Richard  Cabot— 
Richard  Cabot  himself  warned  me  against  go- 
ing into  such  a small  field  — that  someday  we’d 
have  specialists  on  one  cusp  of  a single  heart 
valve.  There  hasn’t  been  as  yet  a W-P-W  Syn- 
drome Society,  but  there  have  been  almost  all 
other  kinds,  and  I think  they’re  essential.  But  we 


July,  1962 


153 


Original  Articles 

ought  to  keep  together,  too,  as  well  as  to  special- 
ize. 

The  last  phase,  which  I didn’t  take  up  last 
night  and  which  I’d  like  to  mention  now,  is  that 
of  the  International  Society  of  Cardiology 
Foundation.  We’ve  had,  as  you  all  know,  sup- 
port for  research  and  training  and  education  in 
the  field  from  the  American  Heart  Association 
now  for  fourteen  or  fifteen  years  through  its  an- 
nual drives  which  are  absolutely  essential  be- 
cause the  United  Funds  can’t  cover  these  enor- 
mous problems  of  research  at  the  present  time. 
Even  though  we’d  like  to  put  everything  under 
one  heading,  it  just  can’t  be  done  yet;  so  we 
ask  the  public  to  be  patient  for  at  least  another 
few  years  until  we’ve  got  more  of  the  answers. 
We  have  tried  combining  funds  for  our  research 
under  Community  Fund  Drives  but  we  have 
found  that  it  didn’t  work.  Eventually  when 
everything  is  settled  then  we  can  do  so. 

The  American  Heart  Association  and  the  In- 
stitute of  Cardiology  of  the  Public  Health  Serv- 
ice have  nationally  been  of  the  greatest  value 
in  our  national  research  and  now  are  branching 
out  a little  into  international  research,  but  we 
don’t  have  yet  the  fullness  of  support  of  inter- 
national cardiovascular  research  that  we  need. 
And  so  a few  of  us,  particularly  Dr.  Louis  Katz 
of  Chicago  and  myself,  set  up  the  International 
Society  of  Cardiology  Foundation  a few  years 
ago  in  order  to  obtain  funds  for  the  use  of  inter- 
national research,  training,  and  other  relation- 
ships of  one  kind  or  another  in  the  cardiovascu- 
lar field.  That’s  partly  because  the  International 
Society  of  Cardiology  was  incorporated  in  Ge- 
neva and  is  a foreign  corporation  and,  there- 
fore, funds  given  in  this  country  couldn’t  be 
given  tax-free  until  the  Foundation  was  set  up. 

We  have  now  this  International  Society  of 
Cardiology  Foundation  in  Chicago  for  this  pur- 
pose, but  it’s  just  beginning.  Since  he  and  I are 
practically  running  this  organization  alone,  I 
feel  much  as  I did  when  I was  helping  to  start 
the  American  Heart  Association  — I was  the 
first  treasurer  and  had  a budget  of  $2,500  the 
first  year;  and  when  it  got  to  be  $10,000  the 
next  year  that  was  too  much  for  me;  and  we  got 
a professional  treasurer.  Now,  as  you  know,  it’s 
gone  up  into  the  millions.  It’s  possible  that  the 
International  Society  of  Cardiology  Foundation 
may  sometime  grow  to  that  degree.  In  fact, 
we’re  planning  next  October  to  get  a dozen  or 


more  international  cardiologists  and  an  equal 
number  of  laymen  to  meet  together  to  plan  the 
future,  because  this  is  going  to  be  again  a part- 
nership of  laymen  with  physicians  the  world 
over  to  help  support  some  of  these  researches, 
like  the  international  team  investigations  in  the 
field  or  in  the  laboratories  all  over  the  world; 
this  is  the  ultimate  goal  I think  in  world-wide 
cardiology.  Then  we  may  have  to  go  on  to  the 
stars.  And  this  will  include  — this  plan  of  Inter- 
national team  research  — the  communist  coun- 
tries. We’ve  already  got  Jugoslavs  on  some  of 
the  teams,  and  there’s  every  prospect  that  we’ll 
have  some  of  the  cardiologists  from  the  iron  cur- 
tain countries  eventually  working  with  us.  As  I 
said  last  night,  very  encouragingly,  the  next 
European  Congress  of  Cardiology  in  three  years 
will  be  held  in  Prague  in  Czechoslovakia  under 
the  presidency  of  one  of  our  good  friends,  a very 
capable  cardiologist,  Pavel  Lukl  of  Olomouc. 

Well,  to  get  on  to  the  subject,  this  very  par- 
ticular subject  of  today  which  is  so  important, 
although  I think  less  important  fundamentally, 
than  what  I have  just  said.  Now  as  to  the  candi- 
date for  heart  disease,  or  better,  cardiovascular 
disease.  I’d  like  to  read  you  a letter  that  I re- 
ceived late  in  November  from  a man  in  Chicago 
who  sent  me  a clipping  from  a London  paper.  I 
had  been  in  London  a few  weeks  before  speak- 
ing to  executives  on  the  possible  candidacy  of 
the  British  executive  as  a victim  of  coronary 
disease.  He  wrote:  “The  enclosed  article  in- 
trigues me  because  I am  a carbon  copy  of  the 
person  that  you  have  pictured  as  a likely  candi- 
date for  coronary  thrombosis.  I am  forty-three 
years  old,  working  hard  to  get  to  the  top.  I am 
an  ex-athlete,  5T0y2”  tall,  220  pounds  in  weight, 
stocky,  muscular,  large-boned,  and  almost  bald. 
My  personality  is  vigorous,  ambitious  and  ag- 
gressive, and  I tend  to  do  everything  — work 
and  play  — in  excess.  During  the  summer  months 
I play  golf  two  or  three  times  a week,  often  36 
holes  on  Sunday,  18  walking  in  the  morning 
(well  I don’t  think  that’s  going  to  hurt  him), 
and  18  in  the  afternoon  with  my  wife,  usually 
with  a cart  ( he’d  better  give  up  the  cart ) . I have 
never  had  any  ill  effects  even  when  I weighed 
252  pounds.  I have  a physical  examination  once 
every  year  and  at  the  present  time  am  under 
the  care  of  Dr.  So-and-so  who  brought  my 
weight  down  from  252  to  220  (that’s  a good 
thing),  and  am  now  and  will  continue  to  be  on 
a fat-free  diet.  (He’s  perfectly  well,  mind  you.) 
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Up  until  the  time  I started  on  the  diet  I had  a 
low  metabolism  and  was  taking  four  grains  of 
thyroid  a day.  The  doctor,  in  the  last  four 
months  through  diet,  has  me  off  the  thyroid,  and 
the  latest  tests  show  that  my  metabolism  is  on 
the  low-normal.  The  $64  question,  of  course,  is 
what  do  I do  other  than  what  I am  doing  to  pre- 
vent the  coronary  that  you  state  1 am  so  apt  to 
have?”  And  he  isn’t  far  off  in  his  description  of 
his  candidacy. 

The  medical  journals,  daily  newspapers,  and 
weekly  and  monthly  magazines  today  are  full 
of  facts  and  fancies  about  the  causes  of  heart 
disease,  in  particular  about  the  factors  or  agents 
in  the  environment  and  in  the  ways  of  life  which 
may  be  resopnsible.  And  laudable  attempts  are 
made  on  the  basis  of  slowly  growing  evidence 
to  give  sensible  advice  to  protect  us  from  these 
serious  diseases.  There  is,  however,  an  unfortu- 
nate tendency  to  lump  us  all  together  in  one 
program  as  equally  prone  to  these  ills  and  to 
give  everyone  much  the  same  advice.  What  I 
propose  to  do  today  is  to  introduce  into  the  pic- 
ture a very  important  complicating  factor,  and 
one  that  is  very  little  heeded  but  yet  is  of  vital 
significance  both  in  our  research  efforts  and  in 
their  practical  application.  That  factor  concerns 
the  individual  or  host  himself,  for  he  is  the  other 
half  of  the  bilateral  problem  and  is  never  the 
same  as  his  neighbor  or  even  his  brother  unless 
he  happens  to  be  an  identical  twin,  and  it’s  pos- 
sible that  there  may  be  a little  difference  there 
too,  though  not  much.  We  would  like  to  make 
a study  of  identical  twins  — in  their  susceptibil- 
ity to  or  candidacy  for  disease. 

I’d  like  to  present  this  problem  of  the  candi- 
date under  two  headings;  namely,  the  genetic 
factor  and  the  apparently  greater  proneness  of 
these  hereditary  candidates  to  indulge  in  the 
excesses  of  what  seem  to  be  the  more  important 
environmental  factors.  That’s  a clue  which  we 
sometimes  don’t  recognize,  I mean  the  excess  of 
everything  just  as  this  man  wrote  from  Chicago. 
Ever  since  the  days  of  Hippocrates  — and  I dare 
say  in  Egyptian  medical  literature,  too,  if  enough 
of  it  had  been  saved  for  us  to  see  — the  involve- 
ment of  heredity  in  the  initiation  of  disease  has 
been  known  and  quite  well  recognized  by  the 
family  physician.  But  like  so  many  other  facts 
more  familiar  to  the  practicing  physician  than 
to  the  professor  of  medicine,  relatively  little  has 
been  said  about  it  at  medical  meetings  or  in  the 
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medical  literature,  and  little  more  has  ever  been 
consciously  done  concerning  it.  For  this  reason 
ten  years  ago,  several  of  us  began  a study  of 
possible  clues  as  to  coronary  heart  disease  then 
and  now  the  leading  cardiovascular  problem 
both  in  frequency  and  in  seriousness.  In  this 
group  are  Dr.  Levine,  Dr.  Sprague,  Dr.  Bland 
and  others.  We  examined  carefully  100  young 
victims  of  the  disease  who  were  under  the  age 
of  forty  years.  I shall  recount  later  our  more 
important  findings,  adding  observations  from 
other  studies  and  experiences.  First,  however, 
I’d  like  to  take  up,  in  the  order  of  their  age  inci- 
dence, the  more  important  types  of  cardiovas- 
cular disease. 

Congenital  Heart  Disease:  All  of  you  have 
heard  a good  deal  about  congenital  heart  dis- 
ease at  this  meeting.  I would  speak  briefly  about 
it.  At  the  outset  we  must  carefully  distinguish 
between  those  deformities  of  the  heart  and  blood 
vessels  present  at  birth  which  are  the  result  of 
inherited  faults  of  the  genes,  and  those  deform- 
ities that  are  due  to  abnormalities  acquired  dur- 
ing fetal  life,  although  even  in  the  latter  there 
is  doubtless  a familial  proneness  to  the  sensi- 
tivity of  the  fetus  to  certain  factors  which  in- 
volve the  mother  during  pregnancy.  For  in- 
stance, it  is  now  well  known  — one  of  the  few 
facts  that  we  do  know  — that  German  measles 
during  the  first  three  months  of  pregnancy  is 
very  likely  to  lead  to  cardiovascular  deformities 
and  also  to  other  defects  in  the  fetus  involving 
brain,  eyes,  and  other  tissues  and  organs.  In  this 
large  field  of  cardiovascular  defects  acquired  in 
the  fetus  during  pregnancy  very  little  has  yet 
been  accomplished.  Animal  experiments  have 
shown  that  there  are  a good  many  agents  that 
can  cause  deformities,  including  cardiovascular 
defects,  and  doubtless  there  will  be  discovered 
in  man,  too,  agents  that  will  be  found  to  ac- 
count for  some  specific  abnormalities.  A more 
concentrated  study  of  this  problem  is  much 
needed.  Congenital  heart  disease  is  very  much 
more  common  than  we  used  to  think.  In  our 
statistics  it  increased  from  iVi%  of  the  total 
amount  of  cardiovascular  disease  that  we  were 
seeing  in  1925  (3,000  cases  were  analyzed)  up 
to  8%  recently.  Well,  this  is  a statistical  error, 
I’m  sure.  We  weren’t  familiar  with  several  types 
of  congenital  heart  disease,  and  the  families 
didn’t  bring  their  children  for  us  to  see  because 
there  was  nothing  we  could  do  for  them  at  the 
earlier  date.  Undoubtedly  there  were  many  cases 
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of  the  tetralogy  of  Fallot  way  off  in  the  country- 
side and  in  the  villages  that  never  got  to  the 
medical  centers  and  so  weren’t  counted.  I doubt 
very  much  if  there  is  any  more  congenital  heart 
disease  now  than  there  used  to  be  except  that 
there  are  more  people  in  the  world.  We  find 
congenital  cardiovascular  anomalies  everywhere. 
I have  seen  congenital  defects  in  Africa  and 
Asia  and  in  other  parts  of  the  world  where  I’ve 
visited.  Oh,  I neglected  to  say  just  now  that 
there  are  some  conditions,  like  patent  ductus 
arteriosus,  that  occur  in  families  — that  is,  more 
than  one  case  in  a family.  A few  other  specific 
congenital  cardiovascular  lesions  have  been 
noted  which  also  seem  to  have  a genetic  back- 
ground. 

Rheumatic  Heart  Disease:  In  the  1920  s Dr. 
James  Faulkner  and  I studied  the  families  of 
several  score  of  children  with  rheumatic  heart 
disease  to  find  out  in  how  many  families  there 
were  other  cases  of  such  involvement.  We  dis- 
covered that  something  over  50%  of  the  families 
showed  such  individuals.  This  has  been  the  gen- 
eral finding  the  world  over.  The  more  extensive 
the  studies,  the  higher  the  percentage  becomes. 

Here  I might  mention  an  interesting  recent 
experience.  Twenty-five  years  ago  Doctors  Wise 
and  Comeau  and  I took  electrocardiograms  of 
50  pairs  of  twins,  32  identical  and  18  non- 
identical. There  was  a very  close,  but  not  com- 
plete, resemblance  of  the  electrocardiograms  in 
the  case  of  identical  twins,  much  less  in  the 
others.  A few  weeks  ago  one  of  these  twins 
wrote  me  from  Los  Angeles,  identifying  herself 
and  saying  that  she  now  had  serious  heart  dis- 
ease, and  asked  if  I could  examine  her  on  this 
particular  expedition  that  has  brought  me  here. 
I did  go  through  Los  Angeles  but  in  a great 
rush.  We  were  25V2  hours  late  by  the  time  we 
got  into  Los  Angeles,  and  we  just  barely  made 
a date  in  La  Jolla  with  Dr.  Dimond;  therefore, 
I didn’t  have  a chance  to  examine  her.  But  I’m 
getting  one  of  my  cardiovascular  friends  there 
to  examine  her  and  see  what  she  has.  Evidently 
the  contact  already  indicates  that  she  has  serious 
rheumatic  valvular  disease  with  some  heart 
failure.  I inquired  about  her  twin  sister,  still 
living  in  East  Boston,  and  — three  weeks  ago 
it  would  be  now  — I examined  her  in  my 
teaching  clinic.  Although  she  seemed  quite  well, 
she,  too,  had  rheumatic  heart  disease,  perfectly 
typical  mitral  stenosis  of  moderate  degree  with- 


out symptoms.  She  is  forty-three  years  old.  It 
is  quite  likely  that  she  should  have  an  opera- 
tion for  mitral  stenosis  in  the  course  of  the 
next  few  years.  She  may  not  be  far  from  symp- 
toms. Further  evidence  from  their  family  history 
showed  that  there  was  a brother  who  had  died 
of  rheumatic  heart  disease;  other  members  of 
the  family  were  free  of  it.  Evidently  there  was 
a family  susceptibility  to  the  disease  which  hap- 
pened especially  to  hit  both  identical  twins. 
Like  their  electrocardiograms,  however,  they 
are  not  absolutely  alike  — one  twin  being  much 
sicker.  This  difference  may  well  have  been  due 
to  the  strain  of  six  pregnancies  in  the  case  of 
the  lady  in  California  in  contrast  to  only  two 
pregnancies  in  the  patient  that  I examined  the 
other  day  who  lives  in  East  Boston.  Well,  this 
is  an  interesting  environmental  factor,  you  might 
say,  which  may  explain  why  one  of  these  twins 
is  so  much  sicker  than  the  other. 

At  this  point,  I might  add  a word,  namely 
that  because  of  the  interest  excited  by  this  ex- 
perience, and  by  another  I shall  recount  a little 
later,  we  have  decided  to  look  up  our  series 
of  identical  twins  of  25  years  or  more  ago  in 
order  to  determine  how  much  cardiovascular 
and  other  diseases  may  have  attacked  them 
since  our  original  study  when  they  were  all 
healthy.  We  hope  to  report  on  this  follow-up 
study  at  a future  date. 

Of  course,  it’s  true  that  without  the  hemolytic 
streptococcus  susceptible  families  would  not 
have  rheumatic  heart  disease.  Both  the  degree 
of  susceptibility  and  the  amount  of  hemolytic 
streptococcus  infection  must  weigh  heavily  in 
the  actual  occurrence  of  that  disease.  That  is, 
even  a less  susceptible  person,  as  from  family 
inheritance,  may  be  affected  if  there  is  a heavy 
enough  concentration  of  especially  potent  bac- 
teria. But  it’s  quite  possible  that  a very  suscep- 
tible family  may  escape  if  the  streptococcus 
exposure  is  very  slight  and  rare.  However,  the 
point  about  the  recognition  of  rheumatic  heart 
disease  is  that  we  should  as  soon  as  possible 
identify  the  candidate  in  order  to  apply  protec- 
tive measures  especially  to  him.  It  would  seem 
a waste  of  time,  energy,  and  money  to  try  to 
protect  100%  of  individuals  from  rheumatic 
heart  disease  if  only  5%  are  likely  to  get  it. 
This  figure  of  5 is  the  approximate  percentage 
of  individuals  all  over  the  world  who  are  candi- 
dates for  this  disease.  It  was  shown  during  the 
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Second  World  War  that  out  of  a thousand  en- 
listed men  at  an  Army  base  or  on  shipboard 
attacked  by  a streptococcus  sore  throat,  approxi- 
mately 50  — that  is,  5%  — would  come  down 
with  rheumatic  fever  ten  days  to  two  weeks 
later.  It  goes  without  saying,  however,  that  acute 
streptococcus  infection  demands  specific  therapy 
whether  or  not  the  victim  is  a candidate  for 
rheumatic  fever.  The  mechanism  by  which  this 
inheritance  of  susceptibility  is  transmitted 
through  the  genes  is  yet  to  be  discovered.  But 
the  point  is  this,  that  those  who  are  not  likely 
to  have  rheumatic  fever  after  a streptococcus 
infection  should  not  be  kept  constantly  on  an 
antibiotic  program.  Only  the  5%  — if  we  can 
pick  them  out,  or  at  least  some  of  them  — 
should  be  the  ones  to  protect,  not  the  other  95%. 
What  I’ve  said  about  rheumatic  heart  disease 
and  the  variable  sensitivity  of  individuals  to  the 
hemolytic  streptococcus  applies  to  many  other 
infections  and  infestations,  such  as,  diphtheria 
which  can  seriously  damage  the  myocardium, 
tuberculosis  as  it  may  involve  the  pericardium, 
syphilis  in  its  involvement  of  the  aorta,  tri- 
chiniasis,  and  so  on.  However,  some  of  these 
infectious  agents  are  so  powerful  and  ma- 
lignant that  often  almost  total  populations  are 
involved.  Generally  some  are  spared,  apparently 
due  to  a natural  resistance  which  may  in  part 
be  hereditary,  although  it  is  quite  likely  true 
also  that  such  resistance  has  been  acquired  by 
earlier  infection  of  a mild  type. 

Hypertension  and  Hypertensive  Heart  Dis- 
ease: High  blood  pressure  is  very  commonly  a 
family  matter.  It’s  been  noted  in  several  families 
in  grandfather,  father,  and  son;  but  it  is  so 
common  the  world  over  that  it  is  often  difficult 
to  appraise  adequately  the  relative  responsibili- 
ties of  genetic  and  environmental  factors.  Al- 
though a neurogenic  etiology  is  strongly  sup- 
ported by  certain  studies,  for  example,  those 
being  actively  carried  on  now  in  the  monkey 
and  in  clinical  investigations  in  man  in  the 
USSR,  the  particular  neurogenic  mechanism 
remains  obscure.  It  isn’t  a matter  of  simple 
nervousness  because  highly  nervous  and  neurotic 
individuals  may  remain  normotensive  all  their 
lives  even  though  on  occasion  they  may  have 
some  elevation  of  the  blood  pressure  emotionally 
as  a transient  finding.  Incidentally  it  is  true 
that  some  of  our  neurocirculatory  asthenia  pa- 
tients continue  to  have  this  disorder  of  neuro- 
circulatory asthenia  all  their  lives.  We  still  see 


Original  Articles 

them.  I’m  following  cases  in  their  70  s whom  I 
saw  forty  years  ago  in  the  1920’s.  They  still 
have  neurocirculatory  asthenia,  but  they  have 
never  developed  hypertension  or  any  other  kind 
of  heart  or  vascular  disease. 

If  one  knows  that  hypertensive  disease  runs 
in  a family,  it’s  important  to  protect  the  younger 
members  of  the  family  from  the  obvious  factors 
that  aggravate  it  and  perhaps  even  induce  it. 
So  we  should  pay  some  attention  to  the  children 
of  our  patients  and  try  to  carry  out  some  public 
health  activity  — or  rather  private  health  ac- 
tivity — for  them.  What  are  the  possible  aggra- 
vating factors?  Well,  there  are  excessive  emo- 
tional strain,  tobacco,  obesity,  and  a high  sodium 
intake  in  the  diet.  Very  few  doctors,  I think, 
consciously  try  to  protect  the  children  of  parents 
who  are  hypertensive  when  they  get  to  be  young 
adults  and  before  they  show  any  abnormality. 
We’ve  hardly  gotten  around  to  this  yet,  but  it 
is,  nevertheless,  our  clear  duty. 

Atherosclerosis:  Here  we  come  to  the  most 
serious  cardiovascular  problem  of  all  today  be- 
cause it’s  not  only  the  most  common  circulatory 
disease  in  this  country  and  many  others  — 
involving  in  particular  the  prosperous  fractions 
of  most  populations  — but  it’s  also  a dangerous 
disease,  except  in  its  minor  manifestations,  and 
is  responsible  for  the  vast  majority  of  instantane- 
ous deaths.  In  that  we  agree  with  our  Soviet 
Russian  colleagues.  That  we  shall  discuss  when 
we  meet  them  in  May  in  Moscow.  We  will  try 
to  agree  on  definitions  and  pool  our  actual 
experiences.  I’ve  asked  Milton  Helpern  in  New 
York  to  help  us  get  this  information  which  in- 
cludes the  distinction  in  autopsy  findings  be- 
tween three  groups,  namely  those  who  die  in- 
stantaneously, that  is  within  seconds;  those  who 
die  within  minutes;  and  those  who  take  hours 
to  die.  They’re  often  all  called  “sudden  deaths.” 
Well,  most  instantaneous  deaths  are  apparently 
cardiovascular  — that  is,  cardiac,  of  coronary 
origin;  a good  many  of  the  cerebral  deaths 
are  slower,  and  this  is  true  of  vascular  lesions 
in  other  parts  of  the  body,  too,  which  may 
take  hours.  And  then  there’s  the  abdominal 
aortic  aneurysm  that  may  rupture. 

Atherosclerosis  alone  is  responsible,  as  1 said 
yesterday,  for  over  25%  of  all  the  deaths  in  the 
United  States.  It’s  a disease  primarily  of  the 
arteries  and  only  secondarily  of  the  organs  sup- 
plied by  these  arteries,  that  is  the  heart,  the 
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brain,  the  kidneys,  and  other  viscera.  I need 
not  recount  the  many  reports  that  have  been 
published  in  recent  years,  like  those  of  Caroline 
Thomas  of  Johns  Hopkins,  indicating  the  high 
frequency  of  atherosclerosis  in  early  or  middle 
age  in  certain  families.  One  need  not,  I think, 
be  over-concerned  about  a heart  attack  or  a 
stroke  causing  death  in  a father  or  mother  at 
the  age  of  80  or  90.  We  may  someday,  however 
— in  the  next  generation  — think  that  that’s  too 
young  an  age  to  die.  In  fact,  one  must  die  of 
something,  and  probably  a rapid  death  from 
a heart  attack  at  a very  advanced  age  might  be 
considered  almost  normal.  But  when  athero- 
sclerosis is  so  severe  that  it  produces  heart 
attacks  or  strokes  or  leg  impairment  in  youth, 
middle  age,  or  even  in  the  60  s,  one  must  ac- 
knowledge that  this  should  not  be  considered 
merely  an  aging  process.  We  must  call  this  a 
real  disease  and  one  that  we  must  eventually 
prevent  at  such  early  ages.  Just  how  much 
relative  responsibility  heredity  and  environmen- 
tal factors  must  share,  no  one  yet  knows.  It  very 
likely  varies  from  case  to  case.  My  own  belief 
is  that  in  most  individuals  heredity  is  often  at 
least  half  the  problem.  And  because  we  are 
likely  to  be  able  to  protect  the  candidates  better 
in  the  future  than  we  have  in  the  past,  it  be- 
hooves us  to  try  in  every  way  to  identify  the 
candidates  while  they  are  still  young  and  can 
be  saved.  This  is  the  chief  importance  of  much 
of  our  world-wide  epidemiological  cardiovascu- 
lar research  today. 

At  present,  we  can’t  do  much  about  changing 
the  effects  of  our  heredity,  although  eventually 
we  may  do  so  by  some  biochemical  or  other 
alteration  of  the  enzymes  of  our  genes.  That 
time  is  still  probably  far  in  the  future,  although 
it  may  well  come.  Meanwhile  we  certainly  can 
deal  with  the  environmental  factors  in  many  in- 
stances, and  this  may  be  enough  to  retard  seri- 
ous atherosclerosis  by  several  decades.  Despite 
what  I have  said  concerning  the  candidate  for 
atherosclerosis,  however,  it’s  true  that  almost 
entire  populations  seem  to  be  riddled  with  it 
while  others  of  the  same  age  level  seem  to  be 
quite  free.  Take,  for  example,  the  average  Ameri- 
can coronary  artery  — and  I showed  yesterday 
the  comparison  of  our  coronary  arteries  in  Bos- 
ton after  the  age  of  twenty  years  with  those  in 
Fukuoka  in  Southern  Japan  and  the  great  dif- 
ference between  the  two.  I spoke  of  the  great 
frequency  of  myocardial  infarcts  in  Boston  as 


compared  to  those  in  Fukuoka,  and  also  of  the 
fact  that  in  darkest  Africa  the  Bantu  has  both 
clinically  and  pathologically  very  little  athero- 
sclerosis of  any  importance  until  really  old  age. 

And  now  let  me  go  back  to  our  100  young 
victims  of  coronary  heart  disease  for  possible 
clues.  First  the  most  striking  clue  is  that  of 
sex.  That’s  well  known,  but  the  degree  of  it 
isn’t  always  recognized.  Ninety-seven  of  over 
100  cases  under  the  age  of  40  years  were  male, 
only  three  were  female  and  their  ages  were 
close  to  forty  in  contrast  to  the  ages  of  many 
of  the  males  who  were  in  their  early  thirties 
and  even  in  their  twenties.  There  had  been  a 
previous  100  cases  reported  ten  years  before  — 
in  the  early  1940’s,  I think  — by  Dr.  Levine,  Dr. 
Glendy,  and  myself.  We  checked  those  100;  96 
were  males  and  four  were  females.  So  out  of 
200  cases  of  coronary  thrombosis  and  myo- 
cardial infarction  under  the  age  of  forty,  193 
were  males  and  only  seven  were  females.  Thus 
at  the  very  outset  it’s  the  males,  young  and 
middle  aged,  who  are  more  likely  to  be  candi- 
dates for  coronary  heart  disease  than  the  females, 
who  are  protected  until  the  menopause.  Further 
evidence  of  this  has  come  from  observations  on 
ovariectomized  young  females  who  then  become 
prone  to  early  heart  disease,  and  on  castrated 
males  in  a colony  in  Kansas  where  there  has 
been  for  many  decades  a state  law  pertaining 
to  morons  and  feeble  minded.  In  that  colony 
there  has  been  very  little  evidence  of  any  im- 
portant degree  of  atherosclerosis,  even  in  the 
older  inhabitants. 

Having  decided  that  we  must  identify  the 
candidates  for  early  trouble  among  the  males, 
we  must  consider  the  family  history,  that  is,  the 
status  of  health  and  disease  of  the  family 
through  as  many  generations  as  possible.  This 
is  not  adequately  done  even  by  many  of  the 
most  conscientious  family  doctors.  Of  course, 
sometimes  one  cannot  find  out  the  facts  because 
of  lack  of  knowledge  by  the  family  itself  of 
past  events,  but  sometimes  it  is  possible  to  get 
more  information  than  we  do  now  about  grand- 
parents and  uncles  and  aunts.  We  found  in  our 
study  that  there  was  much  more  likelihood  of 
a story  of  coronary  heart  disease  in  the  parents 
and  siblings  of  our  patients  than  in  the  families 
of  the  controls,  and  our  controls  weren’t  too 
good,  as  I said  yesterday.  I might  add  that  one 
of  the  difficulties  about  our  controls  is  that 
they  themselves  are  now  showing,  a few  years 


158 


Arizona  Medicine 


later,  coronary  heart  disease.  They,  too,  at  the 
time  that  we  made  the  study,  undoubtedly  had 
already  a fairly  high  degree  of  atherosclerosis 
even  though  it  had  not  then  come  to  light.  In 
other  words,  in  America  there  are  very  few 
adequate  controls  left  because  we  all  tend  to 
live  the  same  ways  of  life. 

It  would  be  helpful  for  each  family  to  keep 
a record,  as  was  once  done  in  the  family  Bible, 
though  of  course  more  complete,  as  to  illnesses, 
longevity,  and  causes  of  death  of  all  members 
of  all  families.  A few  people  have  been  trying 
to  get  out  booklets  that  can  be  used  by  the 
families  for  this  purpose,  but  you  don’t  need 
anything  so  elaborate.  Such  a custom  would  be 
very  helpful  for  future  generations.  One  other 
word  should  be  said,  and  that  is  about  post- 
mortem examinations.  Such  examination  should 
be  recognized  as  invaluable  for  the  family  rec- 
ord. Families  should  know  this.  We  doctors  are 
not  the  ones  who  are  going  to  get  all  the  value 
from  such  an  examination;  the  family  itself 
will,  or  should,  obtain  information  that  may 
very  well  protect  the  descendants  or  the  rest  of 
the  family  who  are  still  alive. 

Another  clue  that  helps  to  identify  the  candi- 
date, which  is  largely  hereditary  in  origin,  in- 
cludes bodily  structure,  with  large  bones  and 
muscles.  The  three  common  types  of  body  builds 
which  are  often  mixed  but  now  and  then  clearly 
differentiated,  include  1)  the  mesomorph,  that 
is,  the  broad,  muscular  type,  with  short  neck, 
wide  hands,  and  short  fingers,  and  usually  ath- 
letic in  inclination  and  accomplishment;  then 
there’s  2)  the  ectomorph,  the  lean  person  with 
relatively  small  bones  and  not  over-muscled;  and 
3)  the  endomorph,  the  rotund  individual  who’s 
often  prone  to  be  fat.  And  there  are  many 
borderline  cases,  of  course,  between  these  three 
groups.  It’s  been  very  helpful  in  my  experience 
to  have  this  classification.  Among  our  100  cases 
of  coronary  heart  disease  under  the  age  of  40, 
there  was  not  a single  true  ectomorph  like  my- 
self, so  that  if  I’d  made  this  study  before  I was 
40  I might  have  known  that  I wouldn’t  be  a 
candidate.  Although  there  were  some  borderline 
cases,  as  I said,  the  majority  were  preponder- 
ated or  purely  mesomorphs.  That’s  as  to  the 
young  patients.  As  they  get  older,  or  if  they 
have  some  inherited  defect  or  tendency  to 
diabetes,  they  don’t  need  to  be  mesomorphic. 
There  seemed  no  doubt  that  this  is  an  im- 
portant consideration  or  clue  — that  is,  the 
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build  is  important  in  the  young  candidate. 

The  athletic  heart,  so-called,  is  largely  a 
misnomer.  It’s  quite  likely  that  the  athlete  has 
a somewhat  larger  heart  if  he  indulges  many 
years  in  various  strenuous  sports,  but  it  doesn’t 
get  very  large,  and  it’s  not  diseased.  This  was 
true  of  Clarence  de  Mar,  the  marathon  runner 
who  died  a year  or  so  ago  of  cancer  at  the  age  of 
70.  He’d  run  hundreds  of  marathons,  had  won 
a good  many,  and  was  still  running  in  his  60s. 
He  ran  to  the  hospital  to  be  studied  when  we 
examined  him  at  the  age  of  65  — he  claimed 
that  he  never  walked.  His  heart  was  in  excellent 
condition.  It  was  a little  heavy,  perhaps  — 360 
grams  instead  of  a so-called  “top  normal”  of 
340  — but  it  wasn’t  much  increased  in  size.  It 
looked  strong,  the  muscle  was  good  and  the 
coronary  arteries  were  wide  open.  However,  it 
is  the  athlete  of  the  type  mentioned  that  tends 
to  be  a candidate  for  early  atherosclerosis  if 
he  is  careless.  Thus,  the  “athletic  heart”  does 
exist,  in  a way;  but  it’s  more  the  atherosclerotic 
heart  in  an  athlete  than  an  athletic  heart  per  se. 

One  of  the  studies  that  has  not  been  made, 
but  must  be  done  someday,  is  that  of  the  pos- 
sibility of  a family  coronary-arterial  tree.  It’s 
quite  likely  that  certain  coronary-arterial  con- 
figurations run  in  families.  There  may  be  a 
tendency  for  either  the  left  coronary  artery  or 
the  right  to  be  preponderant.  It’s  conceivable 
that  there  may  be  an  inadequate  blood  supply 
to  the  muscle  of  the  left  ventricle.  In  the  case 
of  some  families  there  is  a high  preponderance 
of  the  right  arterial  tree  which  may  not  supply 
the  left  ventricle  as  adequately  as  needed.  Also 
it’s  conceivable  that  the  collateral  circulation 
may  be  more  easily  developed  in  some  families 
than  in  others,  and  it  is  the  development  of 
the  collateral  circulation  through  the  years  that 
has  undoubtedly  saved  many  of  us  who  would 
otherwise  be  in  trouble  because  of  narrowing  of 
our  main  coronary  arteries  through  a slow  but 
steady  progression  of  atherosclerosis. 

Thrombosis  which  is  a complication,  may 
come  even  if  your  coronary  arteries  aren’t  very 
narrow.  That’s  a subject  apart  that  needs  further 
study.  There  are  certain  individuals  and  certain 
families  who  are  thrombophilia  We  also  know 
that  certain  important  clues  come  from  bio- 
chemical studies.  There  are  three  tests  that  are 
more  interesting  and  useful  than  the  others. 
These  are  the  following:  first,  a high  blood 
sugar,  indicative  of  a diabetic  tendency,  or  dia- 
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betes  itself  in  the  family;  second,  a high  serum 
cholesterol  content  of  300  mg.  per  cent  or  more 
( we  in  America  put  the  upper  figure  at  260,  but 
for  the  rest  of  the  world  that’s  too  high);  and 
third,  a high  blood  uric  acid  content  (we  found 
a higher  uric  acid  blood  content  in  our  young 
coronary  cases ) . All  are  clues  to  the  develop- 
ment of  early  and  more  serious  atherosclerosis. 

Finally,  amongst  the  other  clues,  there’s  that 
of  personality  as  described  in  the  letter  I read 
you.  It’s  true,  although  just  how  it  works  we 
don’t  know,  that  a more  energetic,  aggressive 
personality  is  found  in  more  of  the  young  coro- 
nary cases  than  in  the  controls.  It  doesn’t  seem 
to  be  so  important  a clue  at  older  ages.  I would 
not  rate  it  as  a highly  important  clue.  I’ve  seen 
coronary  thrombosis  in  very  placid  individuals, 
too. 

Leaving  these  more  traditional  clues  for  the 
moment,  let  me  add  an  observation  that  many 
of  us  have  made,  namely  that  these  candidates 
as  pictured  above,  at  least  many  of  the  younger 
ones,  seem  to  present  an  additional  trait  associ- 
ated in  some  way  with  their  personality  makeup. 
That  is  a proneness  to  subject  themselves  im- 
moderately — one  might  well  say  intemperately 
— to  environmental  agents  that  we  think  may 
be  precipitating  factors  in  the  disease  — not 
necessarily  causative  factors,  although  some  of 
them  may  be  — such  as  diets  over-rich  in  fats, 
especially  of  the  saturated  animal  variety;  lack 
of  physical  exercise  or  labor,  which  I think  may 
well  play  a role,  the  heavy  use  of  tobacco,  which 
is  now  being  investigated,  and  the  extensive 
degree  of  emotional  stress  about  which  I spoke 
this  morning  at  the  psychiatric  institute  here 
in  Phoenix.  Such  combination,  therefore,  of  a 
candidacy  for  atherosclerosis,  and  second,  an 
overexposure  to  what  seem  to  the  candidate  to 
be  enjoyable  environmental  factors,  may  very 
well  be  the  crux  of  the  problem.  As  an  example, 
of  this  let  me  site  a recent  case  of  a man,  twenty- 
seven  years  old,  with  acute  coronary  throm- 
bosis. A positive  family  history,  an  athletic 
youth,  a gain  of  30  pounds  in  a few  years 
coupled  with  retirement  from  all  exercise,  a 
habit  of  smoking  three  packages  of  cigarettes 
a day,  and  a highly  nervous  temperament  were 
the  features  of  this  case.  He  happened  to  be 
an  identical  twin.  And  when  he  was  presented 
at  our  medical  grand  rounds  the  other  day  at 
the  Massachusetts  General  Hospital,  his  twin 
brother  sat  beside  him.  They  were  exactly  alike 


in  every  respect  except  for  the  acute  illness  in 
one  twin.  The  well  twin  had  gained  exactly  30 
pounds  also.  He,  too,  smoked  three  packs  of 
cigarettes  a day.  He  was  exactly  like  his  brother 
in  every  respect,  but  he  was  not  yet  obviously 
ill.  I’m  sure,  however,  that  he  has  a high  degree 
of  coronary  atherosclerosis,  although  he  has 
not  yet  had  an  actual  thrombosis.  Therefore, 
some  other  environmental  factor  or  perhaps  even 
a little  different  internal  make-up  must  have 
been  responsible  for  the  clinical  difference  in 
these  two  brothers.  I would  guess,  however, 
that  there  is  probably  only  a minute  degree  of 
difference  between  them.  One  brother  has  hap- 
pened to  have  thrombosis  already,  and  the  other 
is  likely  to  get  it  unless  he  starts  protective 
measures  at  once.  It  is  quite  obvious  that  in 
both  their  cases  several  things  should  be  done 
that  are  very  likely  to  be  effective.  One  may  say 
that  we  haven’t  all  the  proof  yet,  but  it’s  surely 
quite  clear  to  any  sensible  person  with  years 
of  practical  medical  experience  that  the  obvious 
therapeutic  protective  measures  to  be  taken 
include,  first,  a change  in  the  diet  and  a loss 
as  rapidly  and  as  reasonably  as  possible  of  the 
30  pounds  that  have  been  wrongly  added.  Most 
of  their  fat  intake  had  been  in  saturated  fat. 
That  probably  ought  to  be  done  first.  Next, 
there  should  be  a sharp  or  actual  omission  of 
the  tobacco.  Then  they  should  resume  exercise, 
probably  vigorous  exercise.  Such  exercise  may 
be  indulged  in  later  even  by  the  twin  who  is 
sick  now  because  he  is  having  a very  rapid 
convalescence  with  only  a small  myocardial 
scar.  They  should  also  alter  not  only  the  factors 
just  mentioned  but  also  cut  down  some  of  the 
rush  and  hurry  in  their  recent  ways  of  life. 
At  this  point  — I should  have  added  this  a little 
earlier  — one  might  quote  briefly  from  George 
Herbert  who  said  in  1651:  “Whatsoever  was  the 
father  of  a disease,  an  ill  diet  was  the  mother.” 
Granting  that  a bad  heredity  may  well  play 
the  role  of  father,  an  overrich  diet  or  physical 
indolence  may  well  be  the  most  likely  one  or 
two  of  several  environmental  agents  to  be  the 
mother. 

One  other  case  I would  cite,  and  that  is  of 
another  athlete,  a young  man  of  26,  whom  I was 
asked  to  see  in  a Montreal  Hospital  some  years 
ago.  He  was  in  good  general  physical  condition 
so  far  as  musculature  and  weight  were  con- 
cerned, but  he  had  a family  history  of  much 
cardiovascular  trouble.  He  had  added  to  this 
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the  extraordinary  habit,  probably  on  a psychotic 
basis,  of  drinking  12  quarts  of  milk  daily  for 
years.  It’s  certainly  quite  possible  that  the 
amount  of  animal  fat  in  12  quarts  of  milk  may 
well  have  played  an  important  role  in  the  initia- 
tion of  his  coronary  thrombosis.  This  was  the 
only  psychotic  condition  that  I could  find  in 
him,  but  it  did  seem  quite  abnormal.  The  re- 
duction to  one  quart  of  skimmed  milk  a day 
from  12  quarts  of  whole  milk  would  be  reason- 
able for  that  particular  person.  And  I know  that 
the  American  soldiers  when  they  came  back 
from  the  Second  World  War  didn’t  go  to  bars 
for  whiskey,  they  went  to  dairies  for  milk.  Our 
soldiers,  the  best  fed  soldiers  in  the  world, 
who  had  so  much  atherosclerosis  in  Korea, 
were  heavy  milk  drinkers.  That  habit  may  have 
helped  to  increase  their  stature  so  that  the 
average  son  of  today  is  about  2 inches  taller 
than  his  father,  but  this  may  not  be  a wise 
change.  The  larger  and  more  rapidly  growing 
animals  don’t  live  so  long  as  the  others,  which 
is  generally  true  throughout  the  animal  kingdom. 

Finally,  as  I leave  this  fascinating  subject  of 
atherosclerosis,  let  me  call  attention  to  the  re- 
cently published  experiences  in  a group  of 
patients  with  peptic  ulcer  treated  by  the  rich 
Sippy  diet  of  years  ago  compared  to  controls 
treated  otherwise.  There  are  more  than  twice 
as  many  cases  of  coronary  thrombosis  in  the 
follow-up  study  of  those  treated  with  the  rich 
diet  as  in  those  not  so  treated.  A few  days  ago 
I saw  a young  man  with  coronary  thrombosis 
who  had  been  treated  with  a rich  diet  first 
for  tuberculosis  15  years  earlier,  at  which  time 
he  gained  50  pounds,  then  later  again  with  a 
rich  diet  for  a peptic  ulcer.  I dare  say  that  many 
individuals  who  are  not  candidates  could  stand 
this,  but  he,  without  a doubt,  has  proven  from 
his  actual  illness  that  he  was  a candidate.  My 
father,  who  was  very  thin  when  he  was  twenty- 
two  or  twenty-three  years  old,  so  he  told  me, 
was  uninsurable.  He  was  taller  than  I am  but 
he  weighed  then  only  about  125  pounds.  They 
wouldn’t  insure  him  because  he  was  a candi- 
date for  tuberculosis,  which  was  common  in  the 
1880’s.  And  so  the  insurance  companies  advised 
him  to  put  on  weight,  which  he  did  during  the 
next  40  years.  He  developed  a lot  of  athero- 
sclerosis even  though  he  lived  into  his  70’s.  This 
wasn’t  the  best  advice,  at  least  unqualified, 
although  perhaps  it  did  protect  him  from 
tuberculosis.  Of  course,  that  infection  was  the 
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chief  health  hazard  at  the  moment,  but  he  didn’t 
get  the  advice  that  we’d  give  today.  After  he 
had  put  on  say  20  pounds,  that  would  have 
been  enough.  Incidentally,  he  drank  much  milk 
all  his  life. 

A final  condition,  which  has  been  of  great 
interest  to  me  because  of  its  simulation  of  heart 
disease,  is  that  of  neurocirculatory  asthenia.  I 
talked  about  that  this  morning  in  the  psychiatric 
clinic.  And  all  I have  to  tell  now  is  about  a 
patient  that  I examined  during  the  Second 
World  War,  a young  man  who  had  been  dis- 
charged from  military  service  because  of  un- 
fitness due  to  a high  degree  of  NCA.  He  had 
no  heart  disease.  It  happened  that  his  father 
had  been  similarly  discharged  with  this  same 
complaint  during  the  First  World  War.  That 
undoubtedly  was  a family  trait. 

In  conclusion,  I hope  that  I have  made  it 
clear  that  much  more  research  and  much  more 
attention  must  be  paid  to  the  host  affected  by 
disease  than  has  been  done  in  the  past.  We’ve 
concentrated  almost  all  our  attention  on  the 
disease  process  itself  and  on  the  environmental 
agents  immediately  responsible  for  it.  We  must, 
for  every  type  of  heart  disease  — in  fact  for 
practically  all  diseases  — make  every  effort  to 
identify  the  candidates  for  disease  and  the  de- 
grees of  their  candidacy  in  order  to  apply  to 
them  first  and  early  in  life  the  protective  meas- 
ures relating  to  environmental  factors  when  we 
have  determined  what  they  should  be.  Fortu- 
nately we  are  far  enough  along  the  road  already 
so  that  we  do  have  some  ideas  of  who  the 
candidates  for  cardiovascular  disease  may  be, 
and  we  also  have  some  ideas,  although  not 
completely  analysed,  about  the  relative  im- 
portance of  harmful  environmental  factors.  I’m 
sure  that  a decade  from  now  we  shall  have  made 
much  progress  in  both  directions  if  we  maintain 
the  steady  increase  in  our  research  potential, 
which  has  been  the  history  of  the  last  decade, 
both  in  the  form  of  support  by  private  groups 
like  the  American  Heart  Association  with  its 
annual  drives,  and  that  of  support  by  Govern- 
ment funds  under  the  Public  Health  Service.  We 
should  accomplish  as  much  in  the  control  of 
these  diseases,  which  I’m  sure  are  preventable 
in  youth  and  middle  age,  during  these  next  two 
or  three  decades  as  we  have  with  so  many  other 
diseases,  especially  of  the  infectious  type,  in  the 
past.  But  there  is  much  work  to  do  to  meet  this 
challenge. 
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Cryptococcus  Meningitis 

Report  of  a Case  Treated  With  Amphotericine-B 
(With  a Ventriculo-Jugular  Shunt,  With  a Halter  Valve) 

Miguel  A.  Carreras,  M.D.,  F.A.C.P. 

Juan  E.  Fonseca,  M.D. 

Eustolio  Del  Rio,  M.D. 


A timely  review  of  the  subject  of  Cryptococcosis  with  a report  of  a pa- 
tient with  proved  meningeal  involvement,  heretofore  generally  fatal,  who 
had  a clinically  satisfactory  response  to  therapy  with  Amphoterecine-B; 
methods  of  administration  and  toxic  effects  are  fully  described.  In  addi- 
tion, an  unusual  complication  of  obstruction  of  the  third  ventricle  and  its 
successful  surgical  amelioration  with  a ventriculo- jugular  shunt  adds  to 
the  interest  of  this  report.  A fairly  complete  bibliography  is  of  added  value. 


Cryptococcus  meningitis  has  been  viewed  un- 
til recently  as  uniformly  fatal  disease  for  which 
no  specific  therapy  was  known.  Cryptococcal 
meningitis  and  meningo-encephalitis  are  the 
late  clinical  complications  of  a primary  pulmo- 
nary cryptococcosis,  a disease  that  is  usually  be- 
nign and  self-limited.  In  a few  individuals  with 
low  host-resistance,  cases  of  leukemia,  Hodgkin’s 
disease  or  other  lymphomatous  diseases,  Crypto- 
coccus neoformans  may  disseminate  from  this 
limited  focus  in  the  lungs  or  skin  lesions  to  other 
organs.  For  some  unknown  reason,  the  Crypto- 
coccus neoformans  has  shown  an  unusual  affin- 
ity for  the  central  nervous  system  ( 1 ) . 

According  to  Freeman  it  presents  itself  here 
in  three  types  of  involvement:  (1)  meningeal 
type,  which  is  the  most  common  where  it  is 
characterized  with  diffuse  granulomatous  men- 
ingitis; (2)  perivascular  form,  accompanied  by 
a single  granuloma  or  cyst  in  the  cortex;  and 
(3)  an  embolic  type  with  deeply  placed  lesions 
in  the  cortex  ( 2 ) . 

Infection  of  the  lungs  has  been  observed  in  2 
per  cent  of  the  cases.  The  skin  usually  shows 
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disseminated  infection  ( acne-form  lesions  are 
the  most  common).  Isolated  lesions  have  occa- 
sionally been  observed  in  muscles,  soft  tissues 
of  the  pelvis,  tongue  and  nasopharynx.  Some 
cases  may  generalize  the  infection  to  other  or- 
gans, but  the  kidneys  are  rarely  affected  — and 
the  organism  is  cultured  then  from  the  urine. 
Suprarenal  lesions  are  suspected  in  cases  that 
have  shown  adrenal  insufficiency,  as  described 
by  Rawson,(3)  Bone  lesions  are  rare.  One  case 
was  reported  in  the  knee,  by  Kessel.(4) 

Cryptococcus  Meningitis  can  be  a very  chron- 
ic disease  subject  to  remissions,  and  because  of 
this  fact  it  is  impossible  to  be  certain  of  a cure. 
One  case  reported  by  Beeson,  of  Crvptococcus 
Meningitis  of  17  years  duration  is  found  in  the 
literature.  ( 5 ) 

The  organism  Cryptococcus  neoformans,  also 
known  as  Torula  histolytica,  is  a yeast-like  or- 
ganism which  has  been  found  in  the  “juice”  and 
surface  of  plants,  in  the  body  of  a great  many 
insects,  wasp  nests,  excreta  of  birds,  especially 
pigeons,  and  has  also  been  found  on  human 
skin,  in  the  throat  and  gastrointestinal  tract,  and 
has  been  recovered  from  skin  infections  in  the 
horse  and  some  other  animals.  No  incidents 
have  been  recorded  of  infection  in  laboratory 
workers,  from  infected  cultures  nor  of  infections 
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from  animal  to  animal  — or  man  to  man.(6) 
The  portal  of  entry  has  not  been  established, 
although  the  consensus  of  opinion  seems  to  fa- 
vor the  respiratory  tract.  Takos  in  1956  succeed- 
ed in  infecting  marmosets  by  the  oral  route.(7) 
It  is  also  apparent  that  the  Cryptococcus  grows 
slowly  in  man,  indicating  that  man  is  probably 
not  so  suitable  a host  for  this  parasite,  which 
has  the  properties  of  a secondary  rather  than 
primary  pathogen. 

Cryptococcus  neoformans  is  a budding  fungus 
similar  to  Blastomyces,  but  differs  from  the 
Blastomyces  in  its  failure  to  produce  mycelia  on 
artificial  culture  media.  It  appears  in  the  spinal 
fluid  or  other  infected  tissues  as  a spherical, 
thick-walled,  yeast-like  structure  from  5 to  20 
micra  in  diameter.  Each  yeast  cell  is  surrounded 
by  a well  defined,  clear  refractile  capsule,  and 
budding  forms  may  be  found.  The  organism 
grows  readily  on  the  common  culture  media, 
including  blood  agar,  glucose  agar,  and  Sabou- 
raud’s  medium. (8) 

TREATMENT 

Until  the  discovery  of  Amphotericine-B,  no 
treatment  was  available.  One  recovery  was  re- 
ported in  1942  by  Marshall  and  Teed,  following 
bilateral  mastoidectomy  and  Sulfonamides.(9) 
In  1955  Gold  and  his  co-workers  succeeded  in 
isolating  a polyene  antifungal  antibiotic  from  a 
species  of  South  American  Streptomycete.  ( 10 ) 
This  extract  called  Amphotericine-B  has  been 
proven  to  be  effective  in  vitro  and  in  vivo  as  a 
fungicidal  and  fungistatic  agent,  in  concentra- 
tions of  .2  to  .3  micrograms  per  ml.  ( 11 ) 

Its  effectiveness  in  the  treatment  of  central 
nervous  system  infection  is  limited  by  its  failure 
to  cross  the  blood-brain  barrier  in  significant 
concentrations  and  treatment  must,  therefore, 
be  prolonged.  ( 11) 

Amphotericine-B  is  a fairly  toxic  drug  with 
particular  predilection  for  the  kidney,  causing 
almost  constantly  an  elevation  of  the  BUN.  This, 
however,  is  directly  proportional  to  the  frequen- 
cy and  concentration  of  the  drug  and  can  be  ef- 
fectively controlled  by  diminishing  the  dose  and 
administering  the  same  every  other  day.  How- 
ever, as  more  prolonged  follow-ups  of  cases 
treated  with  Amphotericine-B  occur,  evidence 
sems  to  be  appearing  of  possible  permanent  kid- 
ney damage.  Meiss  reports  four  cases  of  calci- 
nosis proved  by  needle  biopsy  of  the  kidneys, 
and  one  case  which  still  shows  a BUN  elevation 
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of  100  mg.  and  the  presence  of  erythrocytes  and 
casts  in  the  urine  18  months  after  the  cessation 
of  treatment.  ( 12 ) 

Another  abnormality  encountered  during  the 
treatment  with  this  drug  is  an  elevation  of  the 
BSP  liver  test  with  retention  of  the  dye.  Again 
this  seems  to  be  transitory  and  reverts  to  normal 
if  the  drug  is  discontinued  or  administration 
spaced.  No  adverse  effects  on  the  bone  marrow, 
heart  or  central  nervous  system  has  occurred. 

Other  side  effects  encountered  during  treat- 
ment with  this  drug  consists  of  nausea,  chills, 
fever,  vomiting,  flushing,  fatigue,  generalized 
aches  and  pains  and  occasionally  convulsive 
seizure.  It  has  been  noted  that  these  reactions 
seem  to  be  related  to  some  extent  to  the  partic- 
ular lot  used  and  may  be  caused  by  some  im- 
purities. Some  lots  cause  very  little  general  reac- 
tions. The  side  effects  may  be  controlled  by  the 
simultaneous  administration  of  steroids  and  par- 
ticularly, the  headache  responds  very  effectively 
to  Ergotamine. 

ADMINISTRATION 

The  drug  is  administered  intravenously  in 
5 per  cent  glucose  doses  of  25  to  50  mg.  per  liter 
and  is  given  slowly  over  a period  of  6-8  hours. 
If  the  smaller  doses  25  to  30  mg.  are  used 
these  can  be  given  in  500  cc’s  of  glucose.  Occa- 
sionally local  thrombophlebitis  may  occur. 

In  very  serious  cases  .5  mg.  in  10  cc.  of  dis- 
tilled water  may  be  given  intrathecally.  This 
route  should  be  used  with  care  since  arachnoid- 
itis, hyperpyrexia,  flaccid  hemiplegia  and  convul- 
sions may  result  from  over-dosage.  ( 11) 

Other  adjuncts  to  the  treatment  of  Cryptococ- 
cus Meningitis  recommended  by  Littman  is  the 
avoidance  of  Thiamine  or  B-Complex  injections 
because  of  the  need  of  the  organism  for  Thia- 
mine for  capsule  synthesis  and  which  the  organ- 
ism cannot  synthesize  on  its  own.(  1 ) 

Because  of  the  frequency  of  low  gamma  glo- 
bulin levels  found  almost  consistently  in  the 
spinal  fluid  by  Littman,  the  administration  of 
gamma  globulin  twice  a week  in  doses  of  .45 
cc.  per  kilogram  is  recommended.  ( 11 ) 

The  following  case  is  being  presented  be- 
cause of  its  long  remission  following  treatment 
with  Amphotericine-B  and  because  the  success- 
ful surgical  treatment  of  one  of  the  complica- 
tions of  this  treatment,  namely  plastic  arachnoid- 
itis with  cerebral  spinal  block. 

The  patient  is  a 37-year-old  married  lawyer 
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from  Ciudad  Obregon,  who  was  born  in  Hermo- 
sillo,  Sonora,  Mexico,  and  who  has  apparently 
lived  in  that  section  of  the  country  all  of  his 
life.  The  family  history  is  not  significant.  His 
personal  history  is  not  remarkable. 

The  past  medical  history  revealed  the  usual 
childhood  diseases—  jaundice  at  the  age  of  ten, 
probable  malaria  at  the  age  of  six,  and  primary 
syphillis  with  genital  lesions  in  1941,  for  which 
he  was  treated  with  arsenicals  and  heavy  met- 
als. 

The  patient  was  admitted  to  St.  Mary’s  Hos- 
pital on  August  18,  1958,  with  a chief  complaint 
of  progressive  severe  headache,  loss  of  vision  in 
the  right  eye,  fever,  and  pain  in  the  back,  with 
involvement  of  the  sensorium. 

History  of  his  present  illness  reveals  that  the 
last  week  of  June,  1958  the  patient  was  in  Mexi- 
co City  where  he  committed  some  excesses  in 
food  and  alcoholic  intake,  which  caused  some 
vomiting  and  prostration  of  transitory  nature. 
On  the  7th  of  July,  following  a party,  he  devel- 
oped general  malaise,  fatigue  and  irritability. 
On  the  17th  of  July  he  developed  headache,  loss 
of  appetite,  constipation,  moderate  and  irregu- 
lar fever  for  which  he  was  hospitalized  and  sub- 
jected to  several  investigations.  Diagnosis  at  that 
time  was  “late  active  syphillis  of  the  nervous 
system”  and  he  was  treated  with  Penicillin  with- 
out any  improvement.  On  August  8th  he  con- 
tinued with  the  headache,  general  malaise,  fe- 
ver, anorexia  and  constipation  — and  profuse  ir- 
regular perspiration.  There  was  blurring  of  the 
vision  of  both  eyes.  Overnight,  from  the  9th  to 
the  10th  of  August,  he  lost  the  vision  of  the 
right  eye.  Examination  of  the  eyes  at  that  time 
revealed  a slight  blurring  of  the  internal  supe- 
rior quarter  of  the  right  optic  disc,  and  a diag- 
nosis of  nonspecific  optic  neuritis  was  made.  At 
that  time  his  fever  was  38.2°  C.;  pulse  58/min- 
ute;  blood  pressure  110/70.  He  was  complain- 
ing of  lack  of  appetite,  nausea,  mental  disorien- 
tation, intense  headache  and  severe  constipa- 
tion. 

A diagnosis  of  possible  paratyphoid  fever  was 
made.  He  was  started  on  Chloromycetin,  of 
which  he  took  17  grams  in  4 days,  with  disap- 
pearance of  the  fever.  His  general  condition 
seemed  to  improve,  although  the  headache  and 
blindness  persisted. 

On  August  15th  he  had  a sudden  exacerba- 
tion with  very  severe  headache,  severe  back- 


ache, pain  in  the  back  of  the  neck,  thighs  and 
arms.  There  was  profuse  perspiration  and  pallor 
and  he  again  developed  vomiting.  The  mental 
turpitude  was  accentuated,  although  he  did  not 
lose  consciousness.  The  vomiting  became  more 
frequent,  the  headache  more  severe,  the  fever 
was  irregular  and  the  general  malaise  and  fa- 
tigue more  accentuated.  It  was  at  this  time  that 
he  was  admitted  to  St.  Mary’s  Hospital  by  Dr. 
Juan  Fonseca,  to  whom  the  patient  had  been 
referred  because  of  the  neurological  symptoms. 

Physical  examination:  Patient  is  a 37-year-old 
male,  who  appears  severely  acutely  ill  with  mod- 
erate impairment  of  the  sensorium,  complaining 
of  severe  headache.  There  was  no  dyspnea,  cya- 
nosis or  jaundice.  Head  revealed  no  significant 
abnormalities  of  the  scalp  or  skull.  Eyes:  There 
was  no  vision  in  the  right  eye  although  both  pu- 
pils reacted  to  light  and  consensually.  The  left 
eye  reacted  normally  to  accommodation.  Exam- 
ination of  the  fundi  revealed  right  retrobulbar 
neuritis  with  blurring  of  the  disc.  Ears-nose  and 
throat  were  not  remarkable.  The  neck  showed 
marked  rigidity  with  accentuation  of  pain  on 
flexion.  There  was  no  lvmphadenopathy;  no  ve- 
nous congestion.  No  thyroid  enlargement.  The 
lungs  were  resonant  and  breath  sounds  were  nor- 
mal; no  rales  were  heard.  The  heart  was  not  en- 
larged; there  was  normal  sinus  rhythm;  the  rate 
over  60/minute.  The  sounds  were  normal  and 
no  murmurs  were  heard.  Abdomen:  There  were 
no  masses,  rigidity  or  tenderness;  no  organs 
were  felt.  Genitalia  showed  no  abnormalities. 
The  rectum  showed  no  strictures  or  masses.  Skin: 
There  were  no  pigmentations  or  eruptions.  Re- 
flexes showed  no  significant  alterations;  the 
Babinski’s  were  negative. 

Admission  urinalysis  and  blood  count  were 
not  significant.  The  sedimentation  rate  was  47 
mm.  Examination  of  the  cerebral  spinal  fluid  re- 
vealed a pressure  of  250  millimeters;  108  lymph- 
ocytes; 45  milligrams  of  glucose;  138  milligrams 
of  protein.  The  colloidal  gold  was  5543220000. 
The  Wasserman  was  doubtful.  A microscopic 
examination  without  staining  revealed  abundant 
sperical  organisms,  with  refractile  capsules, 
which  were  identified  as  Cryptococcus  neofor- 
mans,  with  India  Ink  staining.  Cultures  and  Sa- 
bouraud’s  and  blood  agar,  grew  numerous  col- 
onies in  48  hours.  Sensitivity  tests  revealed  sen- 
sitivity to  Amphotericine-B,  Nystatin,  Mandela- 
mine,  Mysteclin  and  resistance  to  Penicillin, 
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Streptomycin,  Aiueomycin,  Tetracycline  and 
Sulfas.  The  coccidioidin  skin  test  was  negative. 
Febrile  agglutination  tests  were  negative.  Blood 
nrea  nitrogen  was  18  milligrams;  blood  glucose 
was  104  milligrams.  Serum  precipitin  tests  done 
by  Dr.  Abrahams,  of  the  Department  of  Micro- 
biology and  Immunology  of  Cornell  University 
Medical  College,  were  positive.  The  ventricular 
fluid  gave  only  equivocal  or  negative  results. 

X-rays  of  the  chest  were  negative.  X-rays  of 
the  skull  showed  no  abnormalities.  The  electro- 
encephalogram revealed  a generalized  slow  dys- 
rhythmia, strongly  favoring  the  left  hemisphere 
leads,  and  at  times  almost  focal  in  the  left  frontal 
and  left  temporal  areas. 

With  the  diagnosis  of  Cryptococcus  Menigi- 
tis  verified,  treatment  with  Amphotericine-B 
was  instituted,  at  first  by  an  intravenous  route. 
Because  of  the  severity  of  the  illness  treatment 
was  started  with  75  mgs.  in  1000  cc.  of  glucose, 
but  this  dose  caused  severe  reactions  with  vom- 
iting, chills,  fever,  profuse  perspiration,  strabis- 
mus and  increased  headache.  The  dose  was 
then  diminished  gradually  to  30  mgs.  which  was 
given  every  72  hours  with  an  injection  time  of 
6 to  8 hours.  The  drug  was  combined  with  Solu- 
Cortef-20  mg.  per  dose  in  the  solution,  which 
diminished  markedly  the  severity  of  the  reac- 
tions. 

The  patient  was  also  treated  with  Amphoter- 
icine-B by  the  intrathecal  route  in  doses  of  Vz 
a mg.,  of  which  he  received  7 doses. 

During  the  course  of  treatment  the  patient 
showed  some  elevation  of  the  blood  urea  nitro- 
gen several  times  during  administration  of  the 
drug,  the  highest  value  being  35  mgs.  This  al- 
ways returned  to  normal  upon  discontinuance 
of  the  drug  or  within  two  days.  The  liver  func- 
tion was  investigated  by  the  bromosulphalein 
excretion  test  which  revealed  at  one  time  a 44 
per  cent  retention  of  the  drug.  This  again  re- 
turned to  normal  without  discontinuance  of  the 
drug.  At  this  itme  he  was  receiving  a daily  intra- 
venous treatment,  which  was  then  spaced  to  a 
treatment  every  other  day.  After  having  re- 
ceived 580  mgs.  of  Amphotericine-B  intraven- 
ously and  3 mgs.  intrathecally,  the  first  sterile 
fluid  was  obtained  on  September  23rd,  with  41 
milligrams  of  glucose  and  87  milligrams  of  pro- 
tein. However,  in  spite  of  the  negativity  of  the 
spinal  fluid  and  apparent  improvement  in  the 
amount  of  protein,  the  patient  continued  to 
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have  vomiting;  he  became  incoherent,  anorexic 
and  the  headache  persisted.  From  the  27th  to 
the  29th  of  September,  the  patient  had  periods 
of  convulsions,  trismus,  nystagmus,  pallor,  pro- 
fuse perspiration  and  deviation  of  the  mouth  to- 
wards the  right,  aphasia,  agnosia,  fixed  stare 
after  the  nystagmus.  The  pupils  did  not  react 
to  light  and  on  opthalmological  examination  of 
the  left  eye,  it  was  found  that  there  was  slight 
papilledema. 

On  October  2nd,  a ventriculogram  was  per- 
formed and  the  fluid  obtained  during  the  pro- 
cedure showed  2 organisms  per  field,  which 
gave  a positive  culture.  The  ventriculogram 
revealed  that  the  lateral  ventricles  were  dilated 
moderately  and  it  was  suspected  that  there  was 
a partial  obstruction  in  the  aqueduct  of  Sylvius. 
With  the  persistence  of  the  headache  and  the 
accentuation  of  the  papilledema,  the  patient  was 
then  submitted  to  surgery  on  October  8th.  A 
ventriculo- jugular  shunt  with  a Halter  Valve 
was  performed  by  Drs.  Juan  Fonseca  and 
Charles  Elkins.  Surgery  was  without  complica- 
tions and  the  patient  continued  to  receive  the 
intravenous  Amphotericine-B  every  72  hours. 
He  improved  notably  within  one  week  with 
practical  disappearance  of  the  headache.  There 
were  no  more  convulsions,  the  vomiting  was 
stopped,  and  the  papilledema  did  not  progress. 
The  spinal  fluid  pressures  revealed  normal  pres- 
sures and  the  protein  and  the  sugar  became  nor- 
mal subsequently.  The  patient  was  discharged 
from  the  hospital  on  October  29th  and  contin- 
ued to  receive  intravenous  Fungizone  at  home 
until  November  22nd.  At  this  time  the  medica- 
tion was  discontinued  because  of  nausea,  vomit- 
ing, transient  headache,  urticaria  and  malaise 
during  the  administration  of  the  drug.  Between 
December,  1958  and  March  of  1959,  the  patient 
had  had  12  spinal  fluid  examinations  with  no 
organisms  found,  but  on  March  2nd,  the  spinal 
fluid  again  revealed  encapsulated  organisms, 
suggestive  of  Cryptococcus,  some  of  which  were 
in  the  budding  form.  However,  these  organisms 
did  not  grow  on  culture  media.  The  spinal  pres- 
sures continued  to  be  normal  and  there  were  no 
other  symptoms,  but  the  patient  received  anoth- 
er course  of  350  mgs.  of  Amphotericine-B  at  the 
rate  of  25  mg.  every  72  hours. 

The  patient  continued  to  do  well  and  on  No- 
vember 2nd,  he  had  another  spinal  fluid  exam- 
ination at  which  time  the  pressure  was  220  mil- 
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limeters.  It  was  clear  and  contained  a few  or- 
ganisms, some  of  them  in  apparent  division. 
However,  the  protein  and  sugars  were  normal 
and  again  the  organisms  failed  to  grow  on  cul- 
ture media.  However,  on  November  10th  the 
patient  again  was  started  on  Fungizone  until 
further  reports  from  the  cultures  were  obtained. 
At  this  time  the  patient  was  back  to  work  and 
leading  a normal  life.  The  patient  has  been  seen 
periodically  through  1960  and  1961  and,  al- 
though spinal  fluid  examinations  have  always 
shown  1 to  2 encapsulated  organisms,  no  growth 
has  been  obtained  on  cultures.  The  patient  has 
been  symptom  free  except  for  some  minor  inter- 
current illnesses,  but  in  spite  of  the  failure  of  the 
organisms  to  grow  on  cultures,  he  has  received 
short  courses  of  Amphotericine-B  from  between 
300  to  500  mg.,  which  were  finally  discontnued 
at  the  patient’s  request  because  of  the  inability 
to  obtain  a lot  that  would  be  free  of  side  reac- 
tions. He  was  last  seen  in  August  of  1961,  at 
which  time  he  was  feeling  well;  was  working 
as  usual  and  had  no  complaints  except  for  the 
persistence  of  the  blindness  in  the  right  eye. 

DISCUSSION 

This  case  has  demonstrated  the  effectiveness 
of  Amphotericine-B  to  cause  at  least  a long  re- 
mission of  meningitis  caused  by  the  Cryptococ- 
cus neoformans.  It  is  true  that  meningitis  due  to 
this  organism  is  subject  to  spontaneous  remis- 
sions, however,  it  is  our  feeling  that  this  patient 
was  so  extremely  ill  from  the  onset  that  this  re- 
mission was  caused  by  the  Amphotericine-B 
and  was  not  a spontaneous  remission. 

The  toxicity  of  Amphotericine-B  is  also  evi- 
dent from  study  of  this  case.  The  general  reac- 
tions exhibited  by  the  patient  and  which  have 
been  previously  discussed  in  the  literature,  cer- 
tainly suggest  that  this  drug  should  be  used  with 
caution;  also,  that  the  addition  of  intravenous 
steroids  is  of  great  help  in  the  control  of  these 
systemic  reactions  which  are  apparently  of  an 
allergic  or  drug  reaction  type. 

The  toxic  action  upon  the  kidney  as  shown 
by  the  elevation  of  the  blood  urea  nitrogen  was 
also  demonstrated,  as  has  also  been  discussed 
by  other  authors  in  the  recent  literature.  It  is 
interesting  that  the  patient  at  this  time,  although 
not  receiving  any  further  Amphotericine-B,  is 
showing  a very  slight  but  persistent  elevation 
of  the  blood  urea  nitrogen.  The  most  interesting 
complication  in  this  case  was  the  development 


of  the  plastic  arachnoiditis  with  cerebral  spinal 
block,  and  the  treatment  of  this  complication  by 
the  ventriculo- jugular  shunt,  which  proved  to 
be  successful.  While  plastic  arachnoiditis  can 
be  caused  by  the  use  of  intrathecal  Amphoteri- 
cine-B, as  was  used  in  this  case,  it  is  not  possi- 
ble to  be  certain  whether  this  is  the  result  of 
the  Amphotericine-B,  or  whether  this  complica- 
tion was  the  result  of  the  meningitis  process  it- 
self. Once  the  presence  of  the  cerebrospinal 
block  was  established,  the  decision  to  establish 
a ventricular  jugular  shunt  proved  itself  to  be 
the  correct  one.  To  date,  the  Halter  Valve  seems 
to  be  functioning  properly,  and  the  patient  has 
not  had  any  indications  of  any  recurrence  of  in- 
creased intracranial  pressure. 


SUMMARY 

A case  of  Cryptococcus  Meningitis  has  been 
presented,  which  was  treated  with  Amphoteri- 
cine-B, with  resulting  long  remission  of  the  dis- 
ease. This  case  exhibited  practically  all  of  the 
reactions  that  have  been  mentioned  in  the  liter- 
ature, in  reference  to  the  treatment  with  Ampho- 
thericine-B,  including  the  possible  development 
of  plastic  arachnoiditis  as  a result  of  the  intra- 
thecal injections  of  this  drug.  This  complication 
was  treated  surgically  with  a ventriculo-jugular 
shunt,  and  a Halter  Valve,  and  probably  repre- 
sents the  first  case  of  this  complication  so  treat- 
ed. 

130  South  Scott  Street,  Tucson,  Arizona 
( Dr.  Carreras ) 

We  wish  to  express  our  appreciation  for  the 
advice  and  suggestions  given  in  this  case  by: 
M.  L.  Littman,  M.D.,  Ph.D.,  of  Mount  Sinai 
Hospital,  New  York;  John  T.  Groel,  M.D., 
Squibb  Institute;  Dr.  Abrahams  and  James  M. 
Neill  of  Cornell  Univ.  Med.  College;  Aaron  B. 
Lerner,  M.D.,  of  Yale  Univ.  School  of  Medicine. 
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This  second  paper  presenting  the  author's  excursions  into  etymology 
and  his  opinions  about  preferred  words  in  medical  writing  continues  to  be 
provocative.  One  wonders  what  simple  descriptive  name  he  would  propose 
to  replace  Circle  of  Willis. 


INTRODUCTION 

THE  LANGUAGE  of  medicine  is  a verbal 
attempt  to  describe  or  illustrate  human  structure, 
functions  and  ailments. 

Easier  and  more  comprehensive  reading  can 
be  achieved  if  word  origin  and  construction  is 
understood.  The  Greek-Roman  vocabulary  which 
we  inherited  provides  a good,  but,  not  an  ex- 
clusive, basis  for  expansion  and  adaptation.  It 
is  necessary  to  recognize  that,  unlike  mathe- 
matics, medical  terms  are  not  always  exact  or 
even  rational.  Often  they  are  derived  from  folk- 
lore, emotional  expressions  and  very  primitive 
ideas.  Eunuch,  interpreted  literally,  is  a bed 
keeper  or  bed  holder.  Pneuma,  for  example,  was 
used  by  the  Greeks  in  reference  to  the  spirit  or 
soul. 

Attack,  from  the  Latin  “impetere,”  is  in  com- 
mon use  as  “an  attack  of,”  flu  or  other  ailment 
such  as  the  French  “la  grippe.”  “Catch”  is  also 
used  in  reference  to  disease  or  a complaint,  i.e. 
“catches  me  in  the  back.” 

Faulty  word  construction  abounds;  autopsy 
should  be  necropsy;  Logos  means  to  discuss  or 
teach  and  is  used  to  refer  to  sciences.  Pathology 
literally  means  the  science  of  suffering  and 
etiology  is  the  science  of  cause.  Lithotomy 
should  be  lithectomy.  Plege  or  “blow”  gives  a 
wide  variety  of  uses  such  as  plague,  paraplegia. 
Extrovert  should  be  extravert. 

Many  prefixes  such  as  par,  ortho,  meta  are  in 
general  and  scientific  use  without  regard  for 
their  exact  meaning.  Para  means  “near  to,” 
“along  side”  or  “by”  and  can  refer  to,  position 
as  “para-thyroid”;  modification  as,  “para  ty- 
phoid”; sensation  as  “para-esthesia”;  mental  de- 


viation is  paranoia,  while  paragon  indicates 
polish  or  excellence. 

Wide  variations  occur  in  the  use  of  plural 
words  and  are  most  often  influenced  by  ease, 
sound  and  spelling:  — stigmata  sounds  better 
than  stigmas;  corpora  is  easier  than  corpuses. 
Sinus  is  both  singular  and  plural. 

With  “rh”  — and  “rrh”  — always  use  the  rh  at 
the  beginning  of  the  word  as  in  rheumatic,  and 
the  rrh,  after  prefixes  as  in  hemorrhage. 

“OE”  represents  the  Greek  “01”  as  in  oisophe- 
gos  and  is  better  just  as  esophagus.  Fetus  is 
much  easier  than  foetus. 

The  final  “al”  when  it  follows  “ic”  should  be 
reduced  to  the  simpler  forms;  physiologic  for 
physiological. 

Drop  the  “U”  when  it  follows  the  “O,”  as 
humor  and  color  are  far  better  than  humour  and 
colour. 

The  use  of  eponyms  or  personal  names  such  as 
Hunter’s  canal,  Paget’s  disease,  Cogan’s  syn- 
drome, Circle  of  Willis  — should  be  vigorously 
discouraged  in  favor  of  descriptive,  functional 
names.  Multiple  personal  names  used  to  desig- 
nate various  conditions  is  medical  burlesque, 
compounded. 

Primitive  words  survive  and  persist  through 
long  usage.  They  reflect  what  the  ancients 
thought  of  body  processes  and  disease.  “Soma,” 
referred  to  the  body  substance  and  is  retained 
as  somatic,  chromosome.  “Psyche,”  or  human 
breath  was  mythologically  regarded  as  the  soul 
and  persists  as  psychology,  psychiatry.  The  word 
“pneuma”  has  now  been  confined  to  respira- 
tory function,  e.g.  apnea,  pneumonia,  hyperpnea. 
Artery  is  from  the  Greek,  “arteria”;  aer,  air; 
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tereo, to  carry. 

The  “Humoral”  theory  dominated  medical 
thinking  for  over  2000  years.  The  distribution  or 
disturbance  of  one  of  four  body  fluids,  a kind 
of  internal  secretion  theory,  determined  health 
or  disease.  Excess  of  blood,  “sanguis,”  caused 
elation  or  well  being:  “phlegm”  or  mucus  was 
supposed  to  come  from  the  brain  and  resulted 
in  ill  humor;  “chole,”  yellow  bile  or  melaina 
(melas,  black)  chole  produced  black  or  choleric 
temperament.  This  idea  is  carried  over  into 
common  use  as,  “to  vent  one’s  spleen.”  Aqueous 
humor"  of  the  eye;  “rheumatism”  or  flowing  of 
the  humors,  and  “rheum”  for  head  colds  are 
frequently  used  examples  of  the  old  humoral 
theory. 


Feelings  and  emotions  were  believed  to  arise 
in  various  parts  of  the  body.  “Hypo-chondria” 
(under  the  cartileges)  and  “phrenic”  (phrenic 
nerve),  from  “phrene”  or  mind,  refer  to  mental 
attitudes.  “Hysteria,”  (hystera,  womb)  is  the 
classic  citation  for  women’s  troubles. 

“Neuron”  originally  was  used  for  both  nerves 
and  tendons  as  they  were  both  believed  to  be 
hollow.  Neuron  is  now  used  exclusively  for  a 
nervous  connotation,  however,  the  ancient  usage 
in  “aponeurosis”  continues  in  daily  use. 

“Gonorrhea,”  (gone,  seed;  rheein,  flow)  per- 
petuates the  old  belief  that  the  discharge  was 
seminal  fluid. 

Next  month:  Sources  of  Medical  Words. 


SERENDIPITY  IN  DRUG  RESEARCH 

Everybody  who  talks  about  the  products  of  the  future  should  admit  from  the 
outset  that  he  doesn’t  know  what  he’s  talking  about.  Because  we  literally  don’t 
know  — and  in  some  ways  can’t  imagine  — what  will  turn  up  . . . Drug  research 
today  doesn’t  proceed  in  a logical  straightforward  line  from  the  discovery  of  the 
cause  of  a disease  to  the  discovery  of  a treatment  for  that  disease.  Instead, 
scientists  experiment  with  a broad  range  of  chemicals.  Some  of  the  greatest 
breakthrough  in  the  industry  were  found  while  working  on  something  else. 
The  new  diuretics,  for  example,  came  while  looking  for  a way  to  keep  the 
kidneys  from  excreting  penicillin  too  rapidly. 

Walter  A.  Munns,  President 
Smith,  Kline  & French  Laboratories 
to  New  York  Society  of  Security  Analysts 
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Survival  in  a Thermonuclear  War 

4.  Basic  Principles  of  Protection  From  Hydrogen  Bombs 

Solomon  Garb,  M.D. 


In  this  section.  Dr.  Garb  first  eliminates  the  evacuation  plan  of  prior 
years.  This  is  in  line  with  present  Arizona  policy  of  "stay  inside."  The  five 
foot  earth  protection  mentioned  under  fireball  radiation  is  available  if  con- 
sidered in  advance  in  any  underground  shelter.  The  average  such  shelter 
is  three  feet  underground,  but  prior  planning  can  provide  for  a two  foot 
deeper  evacuation. 

Community  shelters  are  receiving  Federal  financial  support.  This  is 
especially  worth  remembering  in  any  new  school  or  hospital  construction. 
Applications  are  presently  available  at  local  and  state  Civil  Defense  Head- 
quarters. 


AT  ONE  TIME  it  was  thought  that  evacua- 
tion from  cities  could  save  people  from  the  ef- 
fects of  hydrogen  bombs.  However,  we  now 
know  that  an  aggressor  could  cover  the  entire 
United  States  with  a lethal  level  of  radioactive 
fallout.  Therefore,  evacuation  alone  would  be  of 
no  value  and  would  be  dangerous. 

The  most  effective  measure  for  protection 
against  hydrogen  bombs  is  the  use  of  shelters. 
It  is  advisable  to  plan  on  attenuation  of  fallout 
radiation  to  at  least  one  one-hundredth,  and 
probably  one-thousandth  its  outside  value.  This 
would  give  adequate  protection  against  virtual- 
ly any  degree  of  fallout  now  known  to  be  pos- 
sible. To  accomplish  this  thick  walls  and  roofs 
are  needed. 

MATERIALS 

In  theory,  it  makes  little  difference  what  sort 
of  material  is  used.  If  the  thickness  of  the  mate- 
rial is  sufficient  to  bring  the  weight  up  to  300 
pounds  per  square  foot,  it  will  provide  excellent 
protection  against  radioactive  fallout.  There  are 
several  materials  which  are  practical  for  use  as 
a shielding  mass  — earth,  concrete,  and  crushed 
rock. 

Concrete.  — Concrete  weighs  about  150 
pounds  per  cubic  foot;  therefore  a layer  2 feet 
thick  is  required  to  provide  the  300  pounds  per 
square  foot  needed  for  recommended  protection 
against  fallout  radiation.  However,  it  would  be 
extremely  difficult  and  expensive  to  make  shel- 


ters of  such  thick  concrete.  Instead,  the  concrete 
thickness  usually  ranges  from  6 to  12  inches  and 
earth  is  packed  over  it  to  make  up  the  needed 
protection. 

Earth.  — Earth  weighs  about  100  pounds  per 
cubic  foot;  therefore  a layer  3 feet  thick  is  need- 
ed for  recommended  protection  against  fallout 
radiation.  Obviously,  this  weight  of  earth  must 
be  supported  and  only  two  materials,  reinforced 
concrete  and  steel,  are  suitable.  Wood  is  not 
usually  a recommended  supporting  material  un- 
derground since  it  will  decay  and  rot  under  the 
ground,  with  eventual  collapse  of  the  shelter. 
However,  in  special  circumstances  wood  might 
be  used. 

Another  hazard  against  which  shelters  might 
protect  is  direct  radiation  from  the  fireball.  This 
radiation,  consisting  of  high-energy  gamma  rays 
and  neutrons,  is  much  more  penetrating  than  the 
radiation  from  fallout.  At  least  half  the  persons 
in  an  ordinary  fallout  shelter  will  die  of  radia- 
tion if  the  fireball  is  within  a few  miles.  Protec- 
tion against  this  type  of  radiation  requires  a 
mass  of  about  500  pounds  per  square  foot  in 
each  wall  and  ceiling.  This  is  the  equivalent  of 
just  over  3 feet  of  concrete  or  5 feet  of  earth. 
Since  direct  radiation  from  the  fireball  is  only  a 
serious  problem  within  a few  miles  from  the 
fireball,  many  shelters  do  not  incorporate  the 
extra  protection  in  their  design.  However,  wher- 
ever feasible  this  additional  security  should  be 
provided. 
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Protection  from  the  blast  effect  of  a large 
bomb  depends  primarily  on  the  materials  com- 
prising the  shelter.  Reinforced  concrete  6 inches 
thick  will  support  a weight  of  3 feet  of  earth 
but  will  probably  collapse  under  any  apprecia- 
ble blast  pressure.  The  earth  cover  of  a basic 
civil  defense  shelter,  9 by  12  feet,  weighs  about 
35,000  pounds.  A blast  overpressure  of  only  5 
pounds  per  square  inch  would  add  a force  equiv- 
alent to  an  additional  76,000  pounds  and  would 
probably  collapse  the  shelter,  burying  the  occu- 
pants. Thicker  concrete  gives  more  protection 
but  is  also  much  more  expensive. 

Steel.  — Steel,  on  the  other  hand,  is  much 
more  resistant  to  blast  pressures.  Corrugated 
steel  pipe  is  designed  for  such  peacetime  use  as 
culverts  and  so  forth  and  carries  loads  far  great- 
er than  does  concrete.  A properly  buried  corru- 
gated steel  pipe  of  the  right  diameter  should 
give  protection  against  blast  overpressures  in 
the  range  of  50  to  100  pounds  per  square  inch. 
Roughly  speaking,  it  can  be  considered  at  least 
ten  times  as  strong  as  the  reinforced  concrete. 

It  should  be  noted  that  if  corrugated  steel 
pipe  is  used  as  a shelter,  its  role  is  that  of  hold- 
ing up  the  weight  of  earth  above,  and,  addition- 
ally, that  of  resisting  blast  overpressures.  It  is 
the  earth  cover  that  attenuates  the  radiation. 
The  steel  of  the  pipe  is  not  thick  enough  to 
block  out  much  radiation.  Indeed,  steel  would 
have  to  be  over  7 inches  thick  to  make  an  ade- 
quate shelter  unless  it  were  covered  by  earth. 

Corrugated  steel  pipe  has  certain  advantages 
and  disadvantages  for  use  as  a shelter.  It  is  much 
cheaper  than  concrete,  easier  to  handle,  and 
much  stronger.  The  major  disadvantage  is  that 
it  must  be  used  in  relatively  narrow  diameters; 
hence,  it  is  less  comfortable  than  a concrete  shel- 
ter. 

The  maximum  practical  diameter  for  a steel 
pipe  home  shelter  is  7 feet.  As  this  diameter  is 
exceeded,  strength  falls  rapidly.  It  may  also 
help  to  avoid  confusion  if  one  is  told  that  gov- 
ernment tests  on  corrugated  steel  pipe  revealed 
failure  at  a relatively  low  blast  overpressure,  to 
note  that  those  tests  were  done  on  corrugated 
steel  pipes  20  to  50  feet  in  diameter.  Such  pipes 
are  quite  weak.  On  the  other  hand,  tests  on 
pipes  5 or  6 feet  in  diameter  show  them  to  be 
very  strong  and  capable  of  withstanding  very 
high  blast  overpressures. 

If  reinforced  concrete  is  used  to  hold  up  the 


weight  of  earth,  the  minimum  thickness  should 
be  6 inches  for  the  ceiling  slab  and  8 inches  for 
the  walls.  It  must  be  noted  that  these  minimum 
thicknesses  are  for  concrete  which  is  heavily 
reinforced  with  steel  and  is  perfectly  mixed, 
poured,  vibrated,  and  cured.  If  any  one  of  these 
aspects  is  substandard,  the  roof  may  collapse 
under  the  weight  of  the  earth.  Even  if  all  aspects 
are  perfect,  this  construction  is  designed  only 
as  a defense  against  fallout  radiation.  It  prob- 
ably cannot  resist  the  additional  force  of  a blast 
wave,  even  of  the  relatively  low  order  of  5 
pounds  per  square  inch  (720  pounds  per  square 
foot). 

If  a more  adequate  concrete  shelter  is  desired, 
it  would  be  well  to  double  the  thickness  of  the 
reinforced  concrete  making  it  16  inches  for 
walls  and  12  inches  for  ceiling  slab.  This  be- 
comes very  difficult  and  expensive  because  of 
the  forms  and  braces  needed  to  hold  up  such  a 
weight  of  concrete  before  it  sets  properly. 

For  very  large  shelters,  designed  as  military 
headquarters,  and  so  forth,  reinforced  concrete 
covered  with  earth  is  the  most  practical  mate- 
rial since  by  bracing  it  with  weight-bearing  in- 
terior partitions  and  steel  beams  it  can  be  made 
quite  large  without  losing  much  strength.  Fur- 
thermore, with  this  type  of  shelter  building  costs 
per  cubic  foot  tend  to  become  lower  as  the  size 
increases.  Although  the  reinforced  concrete  shel- 
ter has  a number  of  disadvantages  for  the  aver- 
age family,  it  has  one  advantage.  It  can  be  built 
large  enough  to  provide  real  comfort  for  the  oc- 
cupants. Thus,  someone  to  whom  comfort  is 
very  important,  and  who  is  willing  and  able  to 
pay  for  it,  might  do  well  to  have  a reinforced 
concrete  shelter  constructed. 

COMFORT 

The  question  of  comfort  in  a shelter  requires 
some  consideration.  If  shelter  dimensions  are 
compared  to  house  dimensions,  they  will  seem 
cramped  indeed.  However,  it  must  be  remem- 
bered that  a shelter  is  an  emergency,  life-saving 
device.  Its  dimensions  should  be  compared  to 
those  of  a foxhole  which  is  also  an  emergency 
life-saver.  Even  the  smallest  shelter  provides 
much  more  room  per  person  than  a foxhole  or, 
for  that  matter,  a station  wagon.  In  some  corru- 
gated pipe  shelters  it  may  not  be  possible  to 
stand  erect.  However,  one  can  always  stretch 
lying  down. 

For  those  who  are  willing  to  sacrifice  a little 
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comfort  for  greater  safety  and  much  lower  cost, 
a corrugated  pipe  shelter  covered  with  earth  is 
a good  choice. 

WARNING  TIME 

Another  aspect  to  be  considered  in  discussing 
shelters  is  the  amount  of  warning  time.  If  the 
warning  time  is  short  or  absent  before  the  bombs 
burst,  most  people  would  not  be  in  the  shelters, 
and  therefore,  could  not  be  protected  against 
blast,  heat  radiation,  flying  objects,  or  the  initial 
neutron  and  gamma  radiation  from  the  fireball. 

On  the  other  hand,  there  will  always  be  some 
warning  before  fallout  begins.  The  bomb  flash 
will  be  visible  for  at  least  100  miles,  and  the 
fallout  will  not  begin  for  at  least  30  minutes, 
leaving  adequate  time  to  reach  shelter  in  most 
cases. 

COMPONENTS  OF  A HYDROGEN 
BOMR  SHELTER 

The  following  is  a list  of  the  components  of 
a hydrogen  bomb  shelter : 

Dimensions.  — The  dimensions  of  a shelter 
should  provide  at  least  70  cubic  feet  of  volume 
for  each  occupant.  Since  some  of  this  space  will 
he  needed  for  food  and  water  storage  any  extra 
space  will  be  quite  helpful,  although  not  essen- 
tial. In  an  emergency,  a lesser  volume  can  be 
tolerated  readily.  It  is  worthy  of  note  that  the 
minimum  volume,  70  cubic  feet  per  person,  is 
far  greater  than  that  provided  in  an  automobile 
or  bus.  In  the  usual  sedan  the  total  available 
space  is  about  17  cubic  feet  per  person,  and  of 
that,  a substantial  portion  is  taken  up  by  the 
seat,  leaving  less  than  15  cubic  feet  per  person 
of  free  space.  The  average  human  body  takes  up 
between  2 and  3 cubic  feet. 

Location.  — It  is  usually  better  to  locate  a 
shelter  outside  a house,  in  a yard.  All  houses  are 
inflammable,  and  in  a hydrogen  bomb  explosion 
houses  as  far  as  20  miles  from  the  fireball  may 
catch  fire  in  the  absence  of  protective  measures. 
The  risk  of  fire  is  less  with  houses  whose  exteri- 
ors are  brick,  stone,  or  asbestos.  A shelter  within 
a house  provides  a slightly  smaller  chance  of 
survival  than  one  outside. 

In  many  areas,  the  water  level  is  within  4 feet 
of  the  surface;  therefore  excavation  for  a shelter 
is  impractical.  In  those  areas  an  above-ground 
shelter  covered  with  a mound  of  earth  will  be 
needed.  It  will  be  almost  as  safe  as  a shelter 
beneath  the  surface. 
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It  may  be  possible  to  locate  a shelter  near 
several  houses.  This  can  be  a great  advantage  in 
respect  to  cost.  A shelter  for  two  families  would 
not  cost  much  more  than  a shelter  for  one  fam- 
ily. 

Entrance.  The  entrance  to  the  shelter  should 
he  so  arranged  that  there  are  preferably  two 
right-angle  turns  before  the  shelter  proper  is 
reached.  This  is  advisable  because  some  scatter- 
ing of  radiation  around  corners  occurs.  If  the 
two  right-angle  turns  are  not  practical  in  a par- 
ticular location,  there  is  an  an  alternative  way 
of  protecting  the  entrance.  Sandbags  are  stored 
within  the  shelter,  and  when  the  occupants  are 
inside  and  the  door  is  closed  the  sandbags  are 
piled  against  the  door  to  a 3 foot  depth  to  block 
out  radiation  coming  through  the  door. 

Emergency  Exit.  — An  emergency  exit  is  help- 
ful but  not  essential.  Its  major  effect  is  a psy- 
chological one,  preventing  a feeling  of  being 
trapped.  In  theory,  the  emergency  exit  would 
be  used  if  the  main  entrance  were  blocked  by 
debris  from  the  explosion.  However,  debris  can 
be  expected  only  within  some  10  miles  of  the 
explosion.  If  an  emergency  exit  is  provided,  it 
should  be  tightly  closed,  and  a 3-foot  thickness 
of  sandbags  should  be  piled  against  the  inside 
of  the  emergency  exit  to  protect  against  the  ra- 
dioactivity outside.  Alternatively,  the  emergen- 
cy exit  can  be  a pipe  36  inches  in  diameter,  filled 
with  loose  dry  sand,  and  with  a sliding  door  at 
the  bottom.  To  use  it,  the  door  is  opened  allow- 
ing the  sand  to  pour  into  the  shelter  proper. 

Electricity.  — If  possible,  a 15  or  20  ampere 
capacity  electric  wire  should  be  run  into  the 
shelter.  During  periods  when  attack  seems  im- 
minent, it  will  be  prudent  to  spend  as  much 
time  as  possible  in  the  shelter,  and  it  will  be 
easier  to  persuade  a family  to  stay  there  if  elec- 
tricity is  available  to  run  the  ventilation  system, 
heat  food,  and  provide  light. 

Aerial.  — Each  shelter  should  be  provided 
with  an  outside  aerial  for  a transistor  radio. 

Paint.  — The  inside  of  all  shelters  should  be 
painted  white  or  a light  color  to  obtain  the  great- 
est efficiency  from  flashlights. 

Other  Requirements.  — Each  shelter  should 
possess  an  adequate  ventilating  system,  sanitary 
system,  and  stored  food  and  water.  These  items 
will  be  considered  in  detail  in  subsequent  arti- 
cles. 

University  of  Missouri,  Columbia,  Missouri 

Printed  in  conjunction  with  Missouri  Medicine  and  The  New 
York  State  Journal  of  Medicine. 
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DIETARY  SUPPLEMENT 


ABATES  “UNCERTAIN  NUTRITION" 


New  BAKER'S  12-13,  a combination  of  es- 
sential nutrients,  offers  an  effective  aid  for 
management  of  short-term  or  long-term 
supplementation  in  a wide  variety  of  nu- 
tritional problems. 

BAKER’S  12*13  is  indicated  for: 


• geriatric  patients 
o pregnancy  and 

lactation 

• underweight  and 
malnourishment 

« pre-  and  post- 
surgical  patients 

Baker’s  12-13  is  an  economical,  balanced  composite  of  all  known  dietary  essentials:  protein 
—fat— carbohydrate— minerals— vitamins. 

When  “nutrition  is  uncertain”  . . . prescribe  BAKER'S  12-13  for  your  patients. 


• convalescence 

• alcoholics 

• ulcer  patients 

• dieting  patients 

o patients  unable  to 
take  solid  foods 


COMPOSITION  AND  DIRECTIONS 


Skim  milk 
Non-fat  milk  solids 
Corn  oil 
Soy  oil 
Soy  flour 


Sucrose, 
beta  carotene 
Vitamin  D3 
Ascorbic  acid 
Thiamine 
hydrochloride 


Niacinamide 

Tocopherols 

Pyridoxine 

hydrochloride 

Iron  ammonium  citrate 

Artificial  flavor 


Approximate  analysis: 


Protein  (N  x 6.38) .30.1% 

Fat  (Cholesterol-free) 10.4% 

Carbohydrate  (by  difference) 50.1% 

Ash 5.4% 

Moisture 4.0% 


THE  BAKER  LABORATORIES,  INC. 

Quality  Nutritional  Products— for  over  a quarter  of  a century 
CLEVELAND  15,  OHIO 


DIRECTIONS:  Stir  4 heaping  table- 
spoonfuls of  12-13  (2  oz.  powder) 
into  8 oz.  of  water  in  a glass  or  bowl. 
Each  delicious  serving  provides: 

% of  R.D.A.* 

Calories 230  10% 

Protein 17  Gm.  25% 

Fat 5.7  Gm.  »* 

Carbohydrate...  27.5  Gm.  ** 

Calcium 475  mg.  60% 

Vitamin  A 1250  units  25% 

Vitamin  D 100  units  25% 

Vitamin  E 2.5  units  ** 

Vitamin  C 35  mg.  50% 

Thiamine 0.6  mg.  50% 

Niacin 5.0  mg.  50% 

Riboflavin 0.7  mg.  40% 

Vitamin  B6 2.0  mg.  *♦ 

Iron 5.0  mg.  50% 

‘Recommended  Daily  Allowances, 
National  Research  Council. 

**Not  established. 

Baker’s  12-13  is  available  in 
attractively  packaged  12  oz.  cans. 
Sold  only  in  drug  stores. 
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Supplied:  Flavored  granules 
for  suspension,  in  30  cc.  bot- 
tles with  dropper-stopper 
calibrated  in  % and  % tea- 
spoonful graduations.  After 
mixing  and  shaking  with  25 
cc.  water,  each  5 cc.  teaspoon- 
ful of  suspension  will  contain: 
Panmycin*  (tetracycline) 
equivalent  to  tetracycline 
hydrochloride  ....  125  mg. 
Albamycin*  (as  novobiocin 

calcium) 62.5  mg. 

Potassium 

metaphosphate  . . . 100  mg. 
Usual  pediatric  dosage: 

% teaspoonful  per  7%  to  10 
pounds  of  body  weight  per 
day,  administered  in  two  to 
four  equally  divided  doses. 
(Reminder  advertisement. 
Please  see  package  insert  for 
detailed  product  information.) 

TRADEMARK/  REG.  U.S.  PAT.  OFF. 

COPYRIGHT  1962/  THE  UPJOHN  COMPANY 

THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Upjohn 


Liquid  asset 

Now  that  we  have  added  a new  liquid-dosage  form  to  our 
Panalba*  family,  you  may  prefer  to  begin  treatment  with 
Panalba  KM*  Drops  when  dealing  with  bacterial  infections 
of  unknown  etiology  in  infants  and  children.  From  the 
outset,  pending  laboratory  determinations,  your  treatment 
is  broadened  in  antibacterial  coverage  because  of 
the  simultaneous  administration  of  two  antibiotics  that 
complement  each  other.  They  were  carefully  chosen 
for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its 
breadth  of  coverage)  and  novobiocin  (selected  for  its 
unique  effectiveness  against  staph).  That  is  why,  in  most 
bacterial  infections  of  unknown  etiology,  Panalba  offers 
excellent  chances  for  therapeutic  success— and  why  it 
should  be  your  antibiotic  of  first  resort. 
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An  important  announcement 
to  physicians  who  prescribe 


corticosteroids 

Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 


This  new  product  is  being  marketed  under  the  trade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  offered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 

If  you  have  been  prescribing  the  older  corticosteroids — 

such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone ...  8 times 
more  potent  than  prednisone  or  prednisolone ...  28  times  more  potent  than  hydro- 
cortisone... and  35  times  more  potent  than  cortisone. 


If  you  are  now  prescribing  the  newer  corticosteroids  — 

such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  intention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL— 

including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to:  Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 


‘Organon’ — your  professional  assurance  of  quality 
Hexadrol® — your  patient’s  assurance  of  economy! 


Editorials 

SOME  OF  MY  BEST  FRIENDS  ARE  DOCTORS 


What  can  a doctor  of  philosophy  say  to  a 
group  of  doctors  of  medicine?  Not  much,  I am 
afraid.  At  least  not  much  of  value.  He  can  tell 
them  that  his  antecedent  Socrates  pre-dates  even 
their  precursor,  Hippocrates.  Or  he  can  give 
vent  to  that  most  damping  of  phrases,  namely, 
that  some  of  his  best  friends  are  physicians. 

Yet  fools  and  former  newspaper  columnists 
do  indeed  rush  in  where  angels  fear  to  tread. 
This  is  particularly  true  when  a persuasively  in- 
sistent editor  has  been  trying  to  cajole  a guest 
editorial  out  of  the  writer  for  some  two  years. 

My  position  is  somewhat  analagous  to  that  of 
the  bibulous  old  Virginian,  a victim  of  progres- 
sive deafness,  who  finally  became  stone-deaf. 
He  was  reminded  by  by  his  doctor  that  the  lat- 
ter had  predicted  the  patient’s  present  state  if 
he  didn’t  curtail  his  predilection  for  sour  mash 
bourbon.  The  old  man  simply  replied,  “Well, 
what  I drank  was  so  much  better  than  what  I 
heard  that  I decided  I’d  rather  be  deaf  than 
sober.’’ 

Although  your  editor  has  kept  asking  me  to 


give  my  criticisms  of  medical  practices,  there 
are  so  many  more  good  things  than  bad  about 
the  medical  profession  that  I am  reluctant  to  do 
so.  These  are  really  observations,  not  criticisms, 
anyway.  Yet  I imagine  lions  must  be  bearded  in 
their  dens,  so  here  goes. 

Physicians  are  too  busy.  There  are  not  enough 
hours  in  the  day  for  them.  They  are  trying  to 
be  Ephraim  McDowells  or  William  Osiers,  see- 
ing too  many  patients,  or  trying  to  attend  the 
next  meeting  of  all  sorts  of  boards,  colleges, 
staffs  and  societies,  ad  infinitum.  And  of  course 
they  give  many  hours  to  charity. 

Their  busyness  stems  from  a simple  desire  to 
minister  to  sick  bodies  and  minds,  to  attend 
meetings  of  every  conceivable  type,  and  per- 
haps even  to  attain  the  next  higher  income  tax 
bracket.  Their  lives  are  symptomatic  of  the  ultra- 
organized  world  in  which  we  live  — to  an  exag- 
gerated degree.  De  Tocqueville  more  than  a 
century  ago  may  have  been  right  about  Ameri- 
cans being  inveterate  joiners  and  committee 
workers  but  doctors  carry  even  this  dictum  to 


ARIZONA  MEDICINE 


ADVERTISING  AND  SUBSCRIPTION  OFFICES 
Paul  R.  Boykin,  Business  Manager 


ARIZONA  MEDICINE 

Darwin  W.  Neubauer,  M.D Editor 

Margaret  McMahon  Secretary  to  the  Editor 

720  N.  Country  Club  Rd.,  Tucson,  Arizona 

ASSISTANT  EDITORS 

Robert  Carpenter  Arizona  Medical  Association  Reports 

Richard  L.  Dexter.  M.D. 

Joe  E.  Ehrlich,  M.D. 

Mayer  Hyman,  M.D. 

Clarence  L.  Robbins,  M.D. 

Preston  J.  Taylor,  M.D Original  Articles 

Juan  E.  Fonseca,  M.D. 

Augusto  Ortiz,  M.D.  Medical  Society  of  the 

Byron  Browder  United  States  and  Mexico 

Lindsay  E.  Beaton,  M.D. 

R.  Lee  Foster,  M.D. 

William  B.  McGrath,  M.D. 

Leslie  B.  Smith,  M.D Editorial  Section 

Howell  S.  Randolph,  M.D In  Memoriam 

Andre  J.  Bruwer,  M.D Reprints 

John  W.  Kennedy,  M.D. 

Paul  J.  Matte,  Jr.,  M.D Historical  Section 


ASSOCIATE  EDITORS 

Charles  W.  Elkins,  M.D 

A.  K.  Hansen,  M.D 

Louis  G.  Jekel,  M.D 

Robert  Lacock,  M.D 

C.  Thomas  Read,  M.D 

Wallace  A.  Reed,  M.D 

Serd  Schloss,  M.D 

Paul  L.  Singer,  M.D 

Hugh  H.  Smith,  M.D 

Alvin  L.  Swenson,  M.D.  

William  G.  Ure,  M.D 

Roger  F.  White,  M.D 


Neurosurgery 

. . . . Ophthalmology 

Dermatology 

Ob-Gyn. 

....  Chest  Surgery 
Medical  Economics 

Pathology 

....  Genito-Urinary 
. . . .-Public  Health 

Orthopedics 

Tuberculosis 

Pediatrics 

if 


4533  North  Scottsdale  Road,  Suite  211,  Scottsdale,  Arizona 
Eastern  Representative 
A.  J.  Jackson,  President 
State  Medical  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 

“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  correct 
it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarilv  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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the  extreme. 

What  the  solution  is,  I don’t  know.  I do  know 
that  these  doctors,  brainwashed  according  to 
Lindsay  Beaton,  are  too  busy  becoming  more 
skilled  as  technicians  and  not  busy  enough  be- 
coming liberally  educated  citizens.  The  millen- 
nium will  never  be  reached.  Yet  physicians  must 
slow  down  and  become  family  men,  neighbors, 
and  intelligent  citizens. 

A second  suggestion  is  that  we  need  more 
doctors.  I am  wholly  unimpressed  by  statistics 
showing  that  Arizona  might  have  more  doctors 
per  capita  than  Outer  Mongolia  or  even  New 
York  state.  More  doctors  were  needed  when  I 
lived  in  Virginia,  when  I lived  in  Alabama, 
when  I lived  in  South  Carolina,  and  now  that  I 
live  in  Arizona.  Ask  anybody.  That  is,  anybody 
but  a doctor.  Maybe  the  doctors  are  right  and 
everybody  else  wrong.  But  I doubt  it. 

Despite  the  high  level  of  medical  service  in 
America,  there  are  simply  not  enough  physi- 
cians. This  obviously  means  more  medical 
schools  and  more  students  in  existing  medical 
schools,  without  any  lessening  of  standards.  In- 
terns and  residents  at  hospital  emergency  wards 
are  not  enough.  We  might  even  return  to  the 
good  old  days  of  house  calls.  More  practicing 
physicians,  with  reasonable  fees,  are  needed.  It 
is  up  to  the  medical  profession  or  society  at 
large  led  by  doctors  themselves,  to  get  them.  If 
not,  Big  Brother  will  step  in.  We  may  call  him 
the  federal  government,  but  he’s  coming,  ready 
or  not,  sure  as  shooting,  unless  the  situation 
changes  — and  quickly. 

My  last  observation  concerns  the  public  image 
of  the  doctor.  Physicians,  rightly  or  wrongly, 
have  have  been  put  in  the  position  of  always 
opposing  something,  instead  of  being  actively  in 
favor  of  something.  This  applies  to  the  Kerr- 
Mills  law,  the  King-Anderson  bill,  and  every- 
thing else.  The  work  of  professional  organiza- 
tions, like  the  AMA  and  all  the  rest,  is  obviously 
necessary  in  this  age  of  what  Stuart  Chase  calls 
government  by  pressure  groups.  Yet  AMA  pro- 
nouncements and  certain  unwise  statements  by 
individual  physicians  have  combined  to  create 
a very  poor  picture  of  doctors  to  the  average 
layman. 

It  is  the  same  problem  that  exists  when  a 
commission  of  the  World  Council  of  Churches 
makes  a statement  about  some  politico-economic 
problem;  the  public  at  large  then  believes  that 
most  non-Catholic  Christians  share  this  opinion. 


Ironically,  I have  heard  many  physicians  them- 
selves complain  about  this  very  thing.  In  any 
event,  physicians  have  a poor  public  image. 

Most  doctors  favor  the  income  tax,  social  se- 
curity, some  sort  of  medical  care  for  the  aged, 
and  motherhood.  I further  assume  they  oppose 
crime,  disease,  illness,  and  sin.  But  does  the  pub- 
lic at  large  know  this?  I know  that  countless 
physicians  are  close  indeed  to  their  patients, 
many  of  whom  swear  by  them.  But  is  the  gulf 
that  separates  the  average  citizen  from  the  phy- 
sician so  wide  that  the  citizen  misunderstands 
and  even  mistrusts  the  physician?  I’m  afraid  it 
is  wider  than  we  think. 

It  takes  many  years  to  become  a skilled  phy- 
sician. The  time  is  getting  longer,  not  shorter, 
despite  heroic  efforts  by  Northwestern,  Johns 
Hopkins,  and  others.  Even  those  of  us  who  have 
been  at  universities  all  our  adult  lives  but  are 
strangers  to  this  mystique  called  medicine,  won- 
der if  it  really  takes  this  long  to  produce  a phy- 
sician. I know  how  expensive  it  is  to  obtain  a 
first  class  medical  education.  Doctors  must 
charge  fees  to  compensate  for  these  expenses,  or 
so  they  tell  me.  But  is  this  known  by  the  aver- 
age taxpayer? 

It  is  actually  more  in  the  democratic  tradition 
to  support  these  skilled  professional  people  by 
high  fees  (and  let’s  face  it,  they  are  high)  than 
it  is  to  increase  taxes  so  that  more  doctors  will 
be  available  — at  lower  fees,  I might  add  — 
trained  at  government  expense?  Reliable  statis- 
tics indicate  that  physicians  constitute  the  high- 
est paid  of  all  our  professions.  If  you  don’t  be- 
lieve these  statistics,  just  check  the  membership 
roll  of  any  country  club.  Yet  these  doctors  are 
failing  to  present  well  their  story,  and  they 
surely  have  one,  to  the  general  public.  The  an- 
swer to  this  problem  is  obviously  difficult.  But 
here  again,  something  must  be  done  now  to  cre- 
ate a better  public  image  of  the  doctor. 

These  then  are  my  conclusions:  physicians  are 
much  too  busy,  more  doctors  are  desperately 
needed  now,  and  the  public  image  of  physicians 
must  be  drastically  improved.  These  are  real, 
immediate  problems  which  are  crying  for  real, 
immediate  solutions.  Remember,  they  are  only 
my  own  observations,  based  on  my  own  experi- 
ences. Yet  we  all  are  prisoners  of  our  experi- 
ences. And,  don’t  forget,  I was  asked  for  these 
conclusions.  As  for  me,  back  to  the  groves  of 
academe! 

PENDLETON  GAINES,  Ph.D. 
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HAIR  SPRAY 

Modern  man  is  constantly  exposing  himself  to 
an  increasingly  wide  variety  of  noxious  agents. 
In  many  instances  expensive  exposure  has  oc- 
curred before  potential  hazards  are  recognized. 

In  a recent  paper,  Bergmann  and  associates 
(New  England)  Journal  of  Medicine,  Volume 
266,  No.  15,  April  12,  1962,  pp.  750-755)  de- 
scribe the  syndrome  of  “thesaurosis”  possibly 
caused  by  inhalation  of  hair  spray.  The  authors 
discuss  12  new  cases  including  three  postmor- 
tem studies.  That  pulmonary  infiltrates  occur  in 
persons  exposed  to  hair  sprays  is  definitely  es- 
tablished. Inflammatory,  granulomatous  and  fi- 
brotic  lesions  occur  but  thus  far  it  has  been  im- 
possible to  identify  hair  spray  components  in 
lung  specimens.  The  ingredients  most  likely  to 
be  responsible  are  PVP  (Polyvinylpyrrolidone) 
and  natural  or  synthetic  resins  that  are  not  me- 
taboilzed  and  accumulate  in  macrophages. 

In  view  of  the  wide  usage  of  hair  sprays,  a 
careful  study  of  this  problem  would  seem  war- 
ranted. Hair  spray  manufacturers  should  be  re- 
quired to  caution  users  against  inhalation. 

PRESTON  J.  TAYLOR,  M.D. 


PROFESSIONAL  CORPORATE 
PRACTICE  ACT 

The  members  of  The  Arizona  Medical  Associ- 
ation should  accept  the  recently  passed  profes- 
sional practice  act  as  it  relates  to  the  formation 
of  a corporation  with  caution.  Any  program  de- 
veloped along  this  line  must  of  necessity  be  ac- 
ceptable to  the  Internal  Revenue  Service,  and  it 
is  very  likely  that  a test  case  will  be  necessary 
before  it  is  finally  accepted. 

It  seems  possible  that  the  passage  of  a com- 
parable corporation  law  for  the  professional 
services  in  some  22  or  23  states  may  nudge  the 
Internal  Revenue  Service  into  accepting  and  en- 
couraging the  passage  of  the  Simpson-Keogh 
Bill. 

DARWIN  W.  NEWBAUER,  M.D. 
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LETTERS  TO  THE  EDITOR 

9 May  1962 

The  Editor 
“Arizona  Medicine” 

Dear  Sir: 

In  “ARIZONA  MEDICINE”  (April  1962)  an 
original  article  by  Breazeale  and  Van  Horne 
purports  to  demonstrate  the  effect  of  carbon 
monoxide  on  blood  sugar. 

The  authors  conclude  that  insulin  adminis- 
tered prior  to  exposure  to  carbon  monoxide  will 
prevent  “the  extreme  elevation  . . . af  carbon 
monoxide  in  the  blood,  and  also  will  hasten  re- 
covery.” 

This  conclusion  is  at  complete  variance  with 
well-documented  data.  It  ignores  the  chemical 
affinity  of  carbon  monoxide  and  hemoglobin  in 
the  red  cell  in  vivo.  Cursorily  it  would  appear 
the  authors  are  unaware  this  affinity  cannot  be 
deterred,  except  as  progressive  saturation  is  self- 
limiting;  or  altered,  except  by  displacing  car- 
boxyhemoglobin  with  oxygen. 

The  technique  described  in  this  article  is  at 
once  questionable.  It  is  inconceivable  that  a 
rabbit,  exposed  to  an  atmosphere  “in  plastic 
boxes  and  the  exhaust  from  an  automobile  . . .” 
could  survive  for  25  minutes;  let  alone  4V2  min- 
utes when  “the  first  sign  of  distress  was  noted. 

We  have  reexamined  several  blood  specimens 
of  individuals  who  have  died  from  carbon  mon- 
oxide poisoning.  The  specimens  varied  from  a 
few  weeks  to  months  in  age.  Some  had  been 
frozen;  others  were  retained  at  temperatures 
varying  from  38  degrees  F to  50  degrees  F.  Each 
specimen  was  permitted  to  stand  at  room  tem- 
perature from  24  to  48  hours.  In  some  instances 
the  cap  on  the  bottle  was  removed;  in  other  in- 
stances the  cap  was  loosened,  removed,  and  re- 
placed loosely.  In  no  case  was  there  “a  marked 
decrease”  in  the  carbon  monoxide  saturation; 
rather  was  there  no  significant  difference  re- 
ported from  the  original  analysis  made  previ- 
ously. 

We  choose  not  to  discuss  the  question  of  hy- 
perglycemia and  a direct  relationship  to  carbon 
monoxide  at  this  time  except  to  say  there  are 
many  other  conditions,  including  coronary  oc- 
clusion and  various  types  of  asphyxia,  that  may 
cause  a marked  terminal  hyperglycemia. 

The  authors  have  not  stated  any  real  case,  in 
our  opinion,  for  the  conclusions  they  draw  from 
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their  experiments.  For  instance,  we  note  in  their 
tabular  data  that  rabbits  No.  1 and  No.  2 in  Ta- 
ble No.  2 have,  at  recovery  (sic)  some  “30  min- 
utes after  coma”,  about  30%  greater  “CO  sat- 
uration” than  rabbit  No.  1 in  Table  No.  1 when 
that  animal  first  showed  “distress”. 

We  believe  reports  such  as  this,  from  which 
the  inference  might  be  drawn  that  a person  un- 
conscious and  poisoned  by  carbon  monoxide 
might  be  revived  quickly  by  the  administration 
of  protamine  zinc  insulin,  should  be  evaluated 
carefully  with  due  consideration  given  to  the 
remarkable  affinity  of  carbon  monoxide  and 
hemoglobin. 

We  disagree  with  the  general  thesis  expound- 
ed by  the  authors;  and  we  specifically  and  em- 
phatically disagree  that  carboxyhemoglobin  will 
dissipate  at  a rate  approximating  50%  in  blood 
specimens  standing  at  room  temperature  for  15 
hours. 

Admittedly  there  is  much  to  be  learned  about 
carbon  monoxidism;  but  we  are  constrained  re- 
luctantly to  conclude  that  articles  such  as  this, 
unchallenged,  can  only  compound  confusion. 

Sincerely, 

DANIEL  J.  CONDON,  AI  D. 

Medical  Examiner 
Maricopa  County 
LOUIS  HIRSCH,  M.D. 

Coroner’s  Pathologist 
Pima  County 


# # £ 


May  22,  1962 

Darwin  W.  Neubauer,  M.D. 

Dear  Dr.  Neubauer: 

Your  opposition  to  federal  medical  care  legis- 
lation expresses  the  view  of  the  great  majority 
of  mail  my  office  has  received  from  Arizona  on 

this  subject. 

The  King-Anderson  bills,  H.R.  4222  and  S. 
909,  would  tie  in  medical  care  benefits  for  the 
person  age  65  and  over  to  the  Social  Security 
System.  This  is  socialized  medicine  and  we  both 
know  it  can  be  strongly  opposed  on  strictly 
philosophical  grounds,  but  there  is  also  a very 


practical  reason  for  preferring  a non-government 
approach  toward  solving  this  problem. 

A system  which  relegates  individuals  to  the 
impersonal  numbers  of  punch  cards  cannot  hope 
to  provide  for  the  personal  attention  Americans 
have  come  to  expect  from  their  doctors.  The  ele- 
ment of  free  choice  in  this  regard  can  not  be 
underestimated  and  you  may  be  sure,  it  will  not 
remain  if  federal  medicine  is  legislated. 

Sincerely, 
BARRY  GOLDWATER 


# * * 


May  17,  1962 
Dr.  Darwin  W.  Neubauer 

Dear  Dr.  Neubauer: 

Your  recent  letter  in  regard  to  medical  care 
for  the  aged  has  been  brought  to  my  attention, 
and  perhaps  the  best  way  to  reply  is  to  ask  you 
to  give  consideration  to  a statement  that  I am 
enclosing.  I hope  that  it  will  clarify  some  of  the 
questions  you  might  have. 

It  has  long  been  my  policy  not  to  say  how  I 
will  vote  on  certain  issues  and  there  have  been 
many  instances  where  those  who  at  first  asked 
me  to  oppose  certain  legislation  have  changed 
their  minds  and  expressed  their  desire  that  I 
support  it. 

With  cordial  good  wishes,  I am 

Yours  very  sincerely, 
CARL  HAYDEN 


STATEMENT  BY  SENATOR  CARL  HAYDEN 
REGARDING  THE  QUESTION  OF  MEDI- 
CAL CARE  FOR  AGED  INDIVIDUALS 
UNDER  SOCIAL  SECURITY 

Legislation  to  carry  out  the  President’s  recom- 
mendations with  respect  to  Federal  health  care 
through  Social  Security  is  still  under  consider- 
ation in  the  House  Committee  on  Ways  and 
Means.  As  was  expected,  the  principal  argument 
is  as  to  whether  the  Act  of  September  13,  1960, 
(the  Kerr-Mills  bill)  which  provided  for  grants 
to  the  States  for  medical  care  for  aged  individu- 
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als  of  low  income,  should  be  continued  in  effect 
for  a sufficient  period  of  time  to  demonstrate 
whether  additional  legislation  is  needed. 

Normally,  legislation  such  as  this,  since  it  in- 
volves taxation,  must  be  considered  by  the 
House  of  Representatives  before  the  Senate  can 
act  on  it.  However,  there  could  be  a motion 
made  by  some  Members  of  the  Senate  to  attach 
medical  care  legislation  to  a revenue  bill  which 
has  already  been  acted  on  by  the  House  of  Rep- 
resentatives, in  an  attempt  to  bring  the  issue  to 
a vote  in  the  Senate. 

In  any  event,  I will  want  to  know  just  what 
is  involved  in  this  legislation  before  I vote  on 
it,  but  can  say  that  the  system  of  free  competi- 
tive enterprise  under  which  our  national  re- 
sources have  been  developed,  along  with  the 
advances  in  medical  knowledge,  has  made  it 
possible  to  create  such  favorable  living  condi- 
tions that  the  average  American  can  now  expect 
to  live  twenty  years  longer  than  his  ancestors  of 
only  three  generations  ago.  As  a consequence, 
there  has  to  be  a Social  Security  system  to  meet 
the  needs  of  those  who  are  of  advanced  age  and 
have  made  no  provision  for  it.  The  system  is 
not  a perfect  one,  but  it  has  a firm  financial 
basis  and  can  be  expected  to  continue  to  serve 
the  purpose  for  which  it  was  created. 

In  conclusion,  I would  like  to  add  that  I am 
fairly  well  acquainted  with  the  Membership  of 
the  Senate,  and  I have  yet  to  find  a Senator  who 
is  in  favor  of  socialized  medicine.  Not  one  of 
them  that  I know  would  give  up  the  right  to 
select  a physician  of  his  own  choice  to  care  for 
his  health. 


# 


May  29,  1962 
Dr.  Darwin  W.  Neubauer 

Dear  Dr.  Neubauer: 

Thank  you  for  your  communication  in  regard 
to  H.  R.  4222,  the  King-Anderson  Bill  to  add 
health  insurance  benefits  for  the  aged  to  the 
Social  Security  system.  So  you  will  be  fully  in- 
formed on  this  bill,  I am  enclosing  a brief  ex- 
planation. 


Although  I have  every  sympathy  with  those 
who  need  help,  I would  not  favor  a plan  like 
this  under  Society  Security.  It  is  generally  agreed 
that  we  cannot  take  more  than  10  per  cent  of  the 
wage  of  our  workers  for  Social  Security.  This 
program,  if  carried  to  its  ultimate,  together  with 
the  other  benefits  under  Social  Security,  would 
undoubtedly  result  in  a larger  percentage  than 
this  being  taken,  and  might  well  wreck  the 
whole  Social  Security  system. 

Many  of  the  people  who  most  need  help 
would  not  be  eligible  to  particiate  under  the 
King-Anderson  Bill.  In  my  opinion,  the  Kerr- 
Mills  Act,  passed  in  1960,  takes  care  of  the  most 
pressing  need,  since  it  helps  the  state  to  help 
the  indigent  aged  to  pay  for  medical  care. 

Also,  it  is  my  understanding  that  the  forces  of 
free  enterprise  are  working  hard  to  solve  this 
problem.  I would  not  want  to  approve  govern- 
mental action  which  might  deter  this  effort. 

Yours  sincerely, 
JOHN  J.  RHODES 


The  King-Anderson  Bill  will: 

Provide  hospital  services,  skilled  nursing  home 
services,  and  home  health  services  (requires  de- 
ductible charges ) . 

Provide  90  days  hospitalization  per  “benefit  pe- 
riod” (a  required  $10  per  day  deductible  for 
first  9 days,  with  a minimum  of  $20 ) . 

Provide  180  days  in  nursing  homes  per  “benefit 
period.” 

Provide  240  visits  per  year  by  home  health  serv- 
ices. 

Provide  diagnostic,  laboratory,  and  x-ray  serv- 
ices while  in  hospital. 

Provide  prescribed,  expensive  drugs  used  in  hos- 
pital only. 


The  King-Anderson  Bill  will  NOT: 

Pay  doctor  bills,  or  surgeon’s  bills. 

Cover  3 million  elderly  people  who  are  not  un- 
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der  the  Social  Security  system. 

Pay  dental  bills. 

Pay  drugs  and  medicine  costs,  outside  a hospi- 
tal or  nursing  home. 

Pay  for  the  first  $10  for  each  of  the  first  9 days 
of  hospitalization  — total  of  $90  to  be  paid  by 
patient  if  he  were  in  9 days. 

Pay  the  first  $20  for  diagnostic  study. 

The  King-Anderson  Bill  would  provide  only 
limited  hosital  and  nursing  care  — and  this 
would  be  available  to  anyone  eligible  for  Social 
Security,  whether  they  needed  it  or  not.  It  could 
also  force  an  elderly  person  to  pay  up  to  $90  of 
his  own  hospital  bill. 

JOHN  J.  RHODES 


May  11,  1962 
Dr.  Darwin  W.  Neubauer 

Dear  Darwin: 

Thank  you  for  advising  me  of  your  views  on 
the  King-Anderson  bill,  H.R.  4222  and  for  the 
enclosed  clippings. 

I am  enclosing  a copy  of  the  remarks  of  Rep- 
resentative Cecil  R.  King  of  California  in  re- 
sponse to  testimony  of  the  American  Medical 
Association.  I will  keep  your  views  in  mind  and 
I hope  that  you  will  find  this  statement  of  in- 
terest. 

Sincerely, 
MORRIS  K.  UDALL 


ELEVENTH  NIMP  PROGRAM  COMPLETED 

A total  of  6,748  students  were  matched  with  214  going  unmatched  and  seeking 
internships  at  the  unfilled  hospitals.  As  in  the  past,  nearly  as  many  internships 
went  unfilled  as  were  filled.  The  hospitals  offered  12,705  internship  posts  and 
of  these  5,957  went  unfilled. 

Of  the  6,748  matched  students,  a total  of  6,548  were  from  U.S.  medical  schools; 
29  from  McGill  University;  64  other  Canadian  schools;  99  graduates  of  foreign 
medical  schools  who  received  certification  by  the  Educational  Council  for 
Foreign  Medical  Graduates  office;  and  8 unclassified. 

Of  the  214  unmatched,  203  were  students  from  medical  schools  in  the  U.S.; 
two  Canadian  students;  and  nine  were  graduates  of  foreign  medical  schools. 

Association  of  American  Medical  Colleges 

2530  Ridge  Avenue 
Evanston,  Illinois 


32A 


Arizona  Medicine 


Soma  relieves  stiffness 
— stops  pain , too 


Put  your 
low-back  patient 
back  on  the  payroll 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


,g  ( carisoprodol , Wallace ) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


Kent’s  development  of  the  “Micronite”  filter 
revolutionized  the  cigarette  industry.  Shortly 
after  introduction  of  Kent  with  its  famous 
filter,  the  swing  to  filter  cigarettes  got  started 
in  earnest.  And  no  wonder.  Kent  with  the 
“Micronite”  filter  refines  away  harsh  flavor, 
refines  away  hot  taste,  makes  the  taste  of  a 
cigarette  mild  and  kind. 


Yes,  Kent  is  kind-tasting  to  your  taste 
buds,  kind-tasting  to  your  throat.  Your  taste 
buds  become  clear  and  alive  with  Kent. 

• • • 

Your  taste  buds  will  tell  you  why 
you’ll  feel  better  about  smoking 
with  the  taste  of  Kent. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARO  RESEARCH 

© 1961  P.  LORILLARD  CO. 
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If  you’ve  been  thinking 
of  adding  your 
own  x-ray  service . . . 


get  the 


PRACTICAL  PLAN 

from  your  G-E  man . . . 

He  gives  you  more  than  a “ makeshift ” layout ! 

Your  G-E  x-ray  representative  works  with 
all  kinds  of  installations.  He  can  judge  the 
type  of  equipment  best  suited  to  the  demands 
of  your  practice  and  can  help  you  plan  its 
most  efficient  arrangement.  His  detailed  lay- 
out will  take  full  advantage  of  dozens  of 
time-and-money-saving  details  — including 
suggestions  on  electric  power  and  wiring 
requirements,  x-ray  protective  needs,  dark- 
room plumbing  and  accessories,  plus  many 
other  recommendations  to  insure  a com- 
pletely efficient  installation. 

Your  G-E  man  has  earned  a reputation 


among  x-ray  users  as  “the  man  who  knows 
x-ray.”  What’s  more,  he’s  backed  by  a full- 
time staff  of  specialists  in  the  layout  and 
design  of  x-ray  installations.  With  this 
kind  of  help  you  can  efficiently  add  x-ray  to 
your  practice.  An  obligation-free  survey  to 
start  your  practical  plan  can  be  had  by  phon- 
ing your  G-E  man  at  any  office  shown  below. 

MAXISERVICE®  X-ray  Rental  opens  the 
way  to  new  x-ray  equipment  without  capital 
investment.  We  will  gladly  show  you  how  it 
provides  equipment  of  your  choice  on  a “pay- 
as-you-go”  basis.,  for  a modest  monthly  fee. 


progress  is  Our  Most  important  Product 

GENERAL  lH  ELECTRIC 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 
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Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— “ 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  y2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

‘B.W.  & Co.’  ‘SporiiT  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


| 

© Broad-spectrum  antibac-  I 
terial  action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 





bhi 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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, . . nothing , that  is, 
except  autonomic  sedation  with 


DONNATAL 

m^m  1^1  JH&  ■ 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 


Natural  belladonna  alkaloids  plus  phenobarbital 
"This  one  at  Mirror  Late,  Yosem its  Park 


In  each  DONNATAL 
Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg.  hyoscyam 

0.0194  mg.  atropine 

0.0065  mg.  hyoscine  h} 

16.2  mg.  (Va  gr.)  phenol 

A.H.  ROBINS  CO.,  INC 


In  each 
DONNATAL 
Extentab 
sulfate  0.3111  mg. 

ilfate  0.0582  mg. 

rbromide  0.0195  mg. 

jital  (%  gr.)  48.6  mg. 

Richmond,  Virginia 


for  an  easily  adjusted  t.i.d.  or  q.i.d.  dosage  regimen 


for  day-long  or  night-long  benefits  on  a single  dose 


effective  skeletal 


muscle  relaxatic 


each  patient  may  require 


for  dramatic  promptness:  Robaxin  Injectable  usually  provides 
relaxation  of  painful  spasm  in  minutes.  Clinicians  have  reported  that 
it  is  “effective  in  producing  immediate  relaxation,”7  and  brings  about 
“dramatic  relief  of  pain  and  spasm”  within  15  to  20  minutes.3 

In  each  10-cc  ampul  Methocarbamol  (Robins)  1.0  Gm. 

for  prolonged  use  with  safety:  Robaxin  Tablets  safely  maintain 
relief  of  spasm  without  drowsiness.  “The  effect  does  not  wax  and  wane,”4 
and  continued  administration  shows  “no  deleterious  effect  on  normal 
muscle  tone.”6 

In  each  white,  scored  tablet  Methocarbamol  (Robins)  0.5  Gm. 


ROBAXIN 


Robaxin  is  methocarbamol  (Robins)  U.  S.  Pat.  No.  2770649 


ms 


for  concurrent  analgesia:  Robaxisal  Tablets,  combining  Ro- 
baxin with  aspirin,  are  useful  in  spasm-triggering  states  that  are  pain- 
ful in  themselves,  or  when  pain  is  prominently  associated  with  muscle 
spasm. 


In  each  pink-and-white  laminated  tablet  Methocarbamol  (Robins)  400  mg. 

Acetylsalicylic  acid  (5  gr.)  325  mg. 


for  concurrent  analgesia  plus  sedation:  Robaxisal-PH  Tab- 
lets, combining  Robaxin  with  the  sedative-reinforced  analgesic  Phena- 
phen®,  are  particularly  helpful  in  giving  relief  to  patients  in  whom  such 
pain  is  accompanied  by  spasm-potentiating  pain  and  apprehension. 

In  each  green-and-white  lamihated  tablet  Acetylsalicylic  acid  (I14  gr.)  81  mg. 

Methocarbamol  (Robins)  400  mg.  Hyoscyamine  sulfate  0.016  mg. 

Phenacetin  97  mg.  Phenobarbital  (y8  gr.)  8.1  mg. 


References:  1.  Carpenter,  E.  B.:  South.  M.  J.  51:627,  1958.  2.  Hudgins,  A.  P.:  Clin.  Med. 
8:243,  1961.  3.  Lamphier,  T.  A.:  J.  Abdomin.  Surg.  3:55,  1961.  4.  Levine,  I.  M.:  Med.  Clin. 
N.  America  45:1017,  1961.  5.  Meyers,  G.  Bw  and  Urbach,  J.  R.:  Penna.  M.  J.  64:876,  1961. 
6.  Perchuk,  E.,  Weinreb,  M.,  and  Aksu,  A.:  Angiology  12:102,  1961.  7.  Poppen,  J.  L.,  and 
Flanagan,  M.  E.:  J.A.M.A.  171:298,  1959.  8.  Schaubel,  H.  J.:  Orthopedics  1:274,  1959. 
9.  Steigmann,  F.:  Am.  J.  Nursing  61:49,  1961. 
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ROBAXISAL 


A.  H.  ROBINS  COMPANY,  INC.  • Richmond,  Virginia 


control  the 
two-headed 
dragon  of 


pain  & spasm 
“HIGH 

THERAPEUTIC 

EFFECT” 

A growing  library  of 
clinical  reports  on  the 
use  of  Robaxin  in  pain- 
ful skeletal  muscle  spasm 
continues  to  reaffirm  its 
effectiveness,  dependa- 
bility, rapidity  of  action, 
and  lack  of  significant 
side  effects. 

Some  recent  comments: 

. . high  therapeutic 
effect...”5 

f*£. . . superior  to  other 
relaxants  . . .”9 
“. . . remarkably 
effective  . . .”2 
. . a high  potential  for 
prompt  relief  . . .”8 
"...  unusual  freedom 
from  toxicity  . . .”1 


BULK 

IS 


METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 

STRENGTHENS  THE  COLONIC  REFLEX 


((The  natural  stimulus  to  peristalsis1 ... 
is  the  distension  of  the  intestinal  wall — 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578. 
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Arizona  Medical  School  Study  in  Retrospect 


Since  the  presentation  of  the  Arizona  Medical 
School  Study  report  in  June  of  1961  certain  por- 
tions have  been  discussed  widely.  A consider- 
able number  of  both  favorable  and  unfavorable 
comments  have  appeared  in  the  public  and  pro- 
fessional press.  Obviously  it  is  impossible  to  an- 
swer each  criticism.  It  is  the  opinion  of  the 
Study  Director,  however,  that  certain  charges 
are  serious  enough  to  warrant  refutation.  This 
is  particularly  true  of  some  of  the  writings  of 
individual  physicians  and  medical  societies  and 
the  editorial  comments  in  the  major  state  news- 
papers. For  this  reason  he  sought  and  received 
from  representatives  of  the  Board  of  Regents 
permission  to  answer  these  accusations.  Initial- 
ly, it  was  his  intention  to  do  so  by  adding  a sec- 
tion to  the  Arizona  Medical  School  Study  re- 
port. After  consultation  with  the  Regents  this 
plan  was  discarded  in  favor  of  possible  publica- 
tion in  Arizona  Medicine. 

Because  the  cities  of  Phoenix  and  Tucson 
have  dominated  many  aspects  of  Arizona  life, 
intracity  competition  for  the  location  of  the  first 
state-supported  medical  school  was  not  unex- 
pected. The  Study  staff  and  the  National  Ad- 
visory Board  appreciated  this  situation  and  took 
every  possible  precaution  to  exclude  personal 
bias  from  their  judgment.  To  this  end,  social 
contacts  were  minimized,  and  comparable  rela- 
tionships were  maintained  with  the  academic 
faculties  and  the  medical  profession  in  both  lo- 
cations. It  is  possible  to  say  with  complete  hon- 
esty that  no  member  of  the  staff  or  National 
Advisory  Board  had  made  any  judgments  rela- 
ting to  medical  education  in  Arizona  at  the  time 
the  Study  was  initiated. 

Originally,  it  was  anticipated  the  Study  find- 
ings would  be  made  public  as  various  questions 
were  answered.  It  was  the  opinion  of  the  Board 
of  Regents  such  a procedure  was  not  feasible. 
This  led  to  the  decision  to  accelerate  the  Study 
schedule  and  make  the  report  public  on  June  12, 
1961.  This  procedure  permitted  the  staff  to  be 
available  for  almost  three  additional  weeks  to 
answer  questions.  The  Director  has  no  recollec- 
tion that  any  individual  or  group  availed  them- 
selves of  this  opportunity. 

The  disappointment  and  the  disagreement  of 
the  Maricopa  County  newspapers  with  the 
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Study  recommendations  were  not  wholly  unex- 
pected. It  should  be  noted,  however,  that  their 
initial  comments  were  not  unfavorable.  In  a 
June  12  editorial  the  Phoenix  Gazette  stated  in 
part: 

. . . Dr.  Volker  and  his  staff  have  done  an 
herculean  job.  The  report  contains  much  of 
inestimable  value  to  the  state.  All  who  have 
had  a hand  in  it  should  be  congratulated. 

We  believe  the  Board  of  Regents  and 
other  authorities  will  find  in  the  Volker  re- 
port a tremendous  incentive  to  begin  the 
long  and  detailed  planning,  both  economic 
and  technical,  which  will  be  necessary  be- 
fore the  final  blueprints  for  a medical  school 
can  be  considered.  This  is  a signal  to  get 
other  experts  together,  to  get  the  counsel  of 
doctors  and  educators  and  economists,  of 
tax  experts  and  hospital  people,  in  shaping 
up  the  design  for  medical  education  in  Ari- 
zona . . . 

The  decision  should  be  made,  and  work 
undertaken  to  implement  it,  as  soon  as  pos- 
sible. The  first  phasess  of  planning  will  be 
a long  chore  at  best.  Not  until  they  are  done 
will  it  be  necessary,  nor  would  it  be  wise, 
to  fix  irrevocably  upon  a date  there  (Tuc- 
son), here  (Phoenix)  or  somewhere  else. 

The  Volker  report  is  an  admirable  prelim- 
inary guide.  One  of  the  things  it  tells  us  is 
that  there  is  still  much  to  be  done.  * 

The  Arizona  Republic  of  June  14  made  a simi- 
lar editorial  comment: 

. . . The  report  is  the  result  of  intensive, 
dedicated  work  by  a staff  of  researchers  led 
by  Dr.  Joseph  Volker,  director  of  research 
and  graduate  studies  at  the  University  of 
Alabama.  Dr.  Volker  was  given  a years 
leave  of  absence  by  his  university  in  order 
to  conduct  the  medical  school  study  here. 
Funds  for  the  study  came  from  a grant  of 
$135,000  awarded  for  the  purpose  to  the 
board  of  regents  by  the  Commonwealth 
Fund.  Dr.  Volker  and  his  staff  have  made 
good  use  of  the  time  and  money  at  their 
disposal,  and  their  report  is  now  in. 

Earlier  in  the  year,  Dr.  Volker  announced 
that  his  studies  up  to  that  point  showed  a 

®A  Medical  School  for  Arizona,  The  Phoenix  Gazette,  Monday, 
June  12,  1961. 
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clear  need  for  a medical  school  in  Arizona. 
The  remainder  of  the  study  was  to  be  de- 
voted to  determining  the  best  location  of  a 
future  medical  school,  whether  it  should  be 
a two-year  or  a four-year  school  and,  if  a 
four-year  school  was  decided  upon,  the  size 
of  the  teaching  hospital,  if  any,  that  should 
be  associated  with  it.  These  recommenda- 
tions and  others  have  now  been  made  to  the 
board  of  regents.  They  will  study  the  report 
and  announce  their  future  course  of  action 
with  reference  to  it  at  a later  date. 

Undoubtedly  Dr.  Volker’s  report  is  sound- 
ly based  and  is  certainly  impartial.  But  we 
trust  that  the  board  of  regents  will  serious- 
ly consider  the  very  obvious  advantages  of 
Maricopa  County  and  the  ASU  campus  as 
the  site  for  a medical  school,  before  reach- 
ing its  decision  in  the  matter.  If  Arizona  is 
to  have  a medical  school,  it  must  be  satisfied 
with  nothing  but  the  very  best  in  every 
minute  detail.  * 

The  Study  staff  were  perturbed  by  a letter  to 
the  editor  published  in  the  Arizona  Republic  of 
June  16,  1961,  entitled  “No  Secret.”  It  was 
signed  by  a Joseph  Carlisle,  M.D.  of  New  York 
City  and  infers  that  the  Study  findings  were  an 
“open  secret”  to  the  physicians  of  Phoenix  before 
they  were  presented  to  the  Regents.  Since  this 
was  a serious  charge,  a concerted  effort  was 
made  to  contact  the  writer.  The  newspaper  was 
unable  to  furnish  his  mailing  address.  Attempts 
to  locate  him  through  the  American  Medical 
Association’s  official  directory  were  unsuccess- 
ful. It  is  pertinent  this  official  publication  does 
not  list  any  person  with  this  name  as  practicing 
in  New  York  City. 

On  July  1,  1961,  the  resident  activities  of  the 
Study  staff  were  terminated,  and  the  Director 
went  abroad  shortly  thereafter.  During  this  pe- 
riod a considerable  number  of  articles  critical  of 
the  Study  appeared.  Included  in  this  group  was 
a widely  circulated  document  entitled  “An  An- 
alysis of  the  Preliminary  Report,  Arizona  Medi- 
cal School  Study,”  released  on  July  1,  1961,  by 
the  Board  of  Directors  of  the  Maricopa  County 
Medical  Society.  Although  the  information  pre- 
sumably was  prepared  during  the  last  two  weeks 
of  June,  a time  when  the  Study  staff  was  in 
residence  and  available  for  questioning,  they 

^Arizona’s  Medical  School,  The  Arizona  Republic,  Wednesday, 
June  14,  1961. 


were  not  contacted.  Upon  his  return,  the  Direc- 
tor communicated  his  opinions  about  these  and 
other  matters  to  Mr.  John  Babbitt,  chairman  of 
the  Board  of  Regents’  committee  on  medical  ed- 
ucation. An  excerpt  from  the  letter  is  pertinent: 

Arizona  press  clippings  eulogizing  and 
condemning  the  “Volker  Report”  were  for- 
warded to  me  in  England  and  Iceland.  My 
first  reaction  was  to  issue  a series  of  public 
statements  answering  the  critics.  When  I 
learned  of  the  intention  of  certain  state 
newspapers  to  publish  the  summary  in  full, 

I decided  against  such  a procedure.  It  is  my 
belief  that  the  report  is  unbiased  and  ade- 
quate and  that  an  informed  citizenry  will 
come  to  the  same  conclusion.  It  is  my  fur- 
ther belief  that  a series  of  “letters  to  the 
editor”  from  members  of  the  Study  staff  and 
the  National  Advisory  Board  would  serve 
only  to  increase  bitterness  and  partisan  feel- 
ings and  delay  the  establishment  of  a high 
quality  medical  school  in  Arizona.  It  seems 
desirable,  however,  to  make  certain  com- 
ments to  the  Medical  School  Committee  of 
the  Board  of  Regents.  These  relate  to  some 
of  the  more  common  criticisms  of  the  report. 
They  include  the  following  charges: 

(1)  The  failure  io  give  adequate  consid- 
eration to  Maricopa  County’s  offer  to  make 
their  proposed  hospital  available  as  the  cen- 
ter for  medical  school  clinical  instruction. 
Obviously,  this  criticism  is  unfounded  since 
the  offer  was  made  after  the  report  had 
been  submitted  to  the  Board  of  Regents. 
The  possibility  of  such  a relationship,  how- 
ever, had  been  carefully  considered  by  the 
staff  and  National  Advisory  Board  and  was 
the  subject  of  special  attention  by  Mr.  Mat- 
thew McNulty  and  Mr.  James  Crank,  our 
hospital  consultants.  It  is  dealt  with  in  de- 
tail in  their  report,  “Review  of  Representa- 
tive Hospitals  and  Appraisal  of  their  Poten- 
tial for  Cooperating  in  Medical  Education, 
State  of  Arizona.”  This  document  is  in  the 
staff  files  and  is  available  for  your  examina- 
tion. It  is  summarized  in  “Review  of  Repre- 
sentative Arizona  Hospitals,”  one  of  the  vol- 
umes presented  to  you  on  June  12.  It  should 
be  called  to  your  attention  that  the  new 
four-year  state  medical  schools  at  Kentucky, 
Mississippi,  Florida,  West  Virginia,  North 
Carolina,  and  Missouri  have  recognized  the 
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wisdom  of  having  university  hospitals  for 
clinical  instruction  of  their  students  in  the 
health  sciences.  Others  such  as  the  Univer- 
sity of  Washington  and  the  University  of 
Utah  that  have  previously  been  dependent 
upon  non-university  hospitals  for  clinical 
instruction  have  elected  to  develop  univer- 
sity hospitals.  The  Board  of  Regents  may  be 
assured  that  the  membership  of  the  Nation- 
al Advisory  Board  contained  individuals 
with  sufficient  experience  in  this  area  to 
offer  sound  counsel. 

(2)  Failure  to  recognize  that  the  academ- 
ic facilities  of  the  Arizona  State  University 
approached,  equaled,  or  surpassed  those  of 
the  University  of  Arizona  insofar  as  support 
for  medical  education  was  concerned.  I be- 
lieve the  recommendations  of  the  Study 
staff  and  National  Advisory  Board  are  ade- 
quately documented  in  the  summary  re- 
port. Obviously,  the  Board  of  Regents  has 
intimate  knowledge  of  the  developments 
and  achievements  of  the  two  institutions, 
but  if  you  wish,  I would  be  glad  to  make 
our  very  extensive  materials  available  for 
your  inspection. 

(3)  Inability  to  appreciate  that  the  com- 
munity resources  of  Phoenix  relating  to 
medical  education  far  exceed  those  of  Tuc- 
son. Persons  making  these  statements  do  not 
distinguish  between  education  and  service. 
Obviously,  Phoenix  has  more  people,  more 
hospitals,  more  doctors,  more  internships, 
residencies,  etc.  These  service  advantages 
do  not  begin  to  counterbalance  the  educa- 
tional advantages  of  the  University  of  Ari- 
zona at  Tucson.  The  emphasis  in  medical 
education  should  be  on  the  quality  of  in- 
struction and  not  the  numbers  of  patients. 
In  fact,  an  excessive  service  obligation  can 
affect  adversely  an  educational  program.  As 
stated  in  the  report,  almost  all  medical  edu- 
cators regard  intimate  affiliation  with  the 
strongest  possible  university  as  the  decisive 
factor  in  locating  a new  medical  school.  The 
size  of  the  community  is  of  importance  only 
insofar  as  it  can  provide  sufficient  numbers 
of  patients  for  medical  teaching  and  re- 
search and  the  limited  number  of  part-time 
instructors  needed  to  complete  the  staffing 
of  the  basic  science  and  university  hospital 
departments.  Tucson  qualifies  very  easily  in 
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both  these  respects. 

(4)  The  lack  of  qualification  of  the  Di- 
rector and  the  ineffective  role  of  the  Nation- 
al Advisory  Board  in  the  Study.  While  he 
does  not  have  the  M.D.  degree,  he  holds  the 
Ph.D.  degree  as  well  as  the  D.D.S.  It  should 
be  noted  that  persons  with  the  former  de- 
gree comprise  a substantial  portion  of  the 
full-time  faculty  of  medical  schools,  and  a 
number  of  them  have  served  as  deans  of 
medical  schools.  For  almost  a quarter  of  a 
century,  the  Study  Director  has  been  a 
teacher,  investigator,  and  administrator  in 
institutions  devoted  to  the  instruction  of 
medical,  dental,  and  graduate  students. 
During  more  than  half  of  this  period,  he  has 
had  a major  responsibility  for  the  develop- 
ment of  medical,  dental,  and  graduate  edu- 
cation and  research  at  the  University  of  Ala- 
bama Medical  Center.  It  has  been  implied 
that  the  National  Advisory  Board  members 
were  not  informed  of  the  staff  work  and 
functioned  more  or  less  as  a “rubber  stamp” 
body.  You  may  ascertain  the  validity  of  this 
criticism  by  contacting  the  members  indi- 
vidually. It  should  be  remembered  that  ad- 
equate representation  from  the  group  was 
present  at  the  time  of  the  June  12  presenta- 
tions to  the  Board  of  Regents,  the  Medical 
Association  liaison  committee,  and  the  Citi- 
zens Committee. 

Several  members  of  the  medical  profession 
have  publicly  expressed  the  opinion  that  the 
Study  staff  did  not  give  proper  attention  to  the 
use  of  non-university  local  hospitals  for  the  clin- 
ical teaching  of  medical  students.  A statement 
attributed  to  Dr.  Jackson  Harrison  Friedlander, 
the  manager  of  the  Phoenix  Veterans  Adminis- 
tration Hospital,  in  the  July  4,  1961,  Phoenix  Ga- 
zette is  typical  of  this  attitude:  “Pointing  out 
that  Harvard  University  has  gotten  along  with- 
out its  own  hospital  for  hundreds  of  years, 
Friedlander  said  his  offer  of  the  VA  hospital  to 
the  prospective  state  school  would  obviate  the 
school’s  building  a hospital  of  its  own.”  The 
Study  Director  finds  it  very  difficult  to  under- 
stand these  remarks.  The  relationship  between 
Harvard,  a long-established  private  institution 
with  a group  of  internationally  renowned  pri- 
vate hospitals,  some  of  which  are  immediately 
adjacent  to  the  medical  school,  is  unique.  It  has 
evolved  over  a long  period  and  has  been  made 
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possible  only  because  of  very  substantial  finan- 
cial support  from  private  individuals  and  foun- 
dations and  other  revenue  sources.  It  is  extreme- 
ly doubtful  these  conditions  will  exist  in  the 
foreseeable  future  in  Arizona  cities.  It  should  be 
noted  that  the  Study  Director  has  considerable 
firsthand  knowledge  of  the  Harvard  operation. 
For  seven  years  he  was  a faculty  member  of  a 
unit  of  Tufts  University  which  was  located  in 
the  immediate  vicinity  of  Harvard  Medical 
School.  Presently  he  is  serving  as  a member  of 
the  Committee  of  the  Board  of  Overseers  of 
Harvard  College  to  Visit  the  Medical  School  and 
the  School  of  Dental  Medicine.  It  is  also  rele- 
vant that  the  University  of  Alabama  Medical 
Center  includes  a Veterans  Administration  Hos- 
pital and  that  the  Study  Director  has  had  long 
term  service  on  its  “Dean’s  Committee,”  the  of- 
ficial liaison  group  between  the  VA  Hospital 
and  that  medical  school.  This  experience  has  not 
produced  any  evidence  that  the  presence  of  a 
VA  hospital  “obviates”  the  need  for  a university 
hospital. 

Shortly  after  the  Study  findings  were  present- 
ed, several  newspaper  articles  carried  critical 
statements  ( Phoenix  Gazette , June  21,  1961; 
Tempe  Daily  News , August  15,  1961)  quoting 
spokesmen  for  the  Arizona  Medical  Educational 
Foundation.  Since  this  is  an  impressive  name, 
the  average  person  would  presume  the  group 
had  considerable  source  material  to  justify  their 
charges.  This  may  be  the  case,  but  the  Study 
staff  was  never  able  to  ascertain  what,  if  any, 
special  information  the  group  possessed.  A re- 
view of  the  Study  files  indicates  that  on  August 
16,  1960,  and  January  10,  1961,  letters  were  writ- 
ten to  a prominent  area  businessman  who  was 
identified  to  us  as  chairman  for  the  group.  Noth- 
ing developed  from  these  contacts. 

Another  general  criticism  of  the  Study  report 
was  its  failure  to  give  adequate  consideration  to 
the  Plan  for  Plospital  Development  — Maricopa 
County  which  was  prepared  by  the  James  A. 
Hamilton  Associates.  This  is  referred  to  in  con- 
siderable detail  in  A Revieiv  of  Representative 
Hospitals,  pages  127-128  prepared  for  the  Study 
by  its  consultants,  Matthew  F.  McNulty,  Jr.  and 
James  E.  Crank.  It  should  be  recorded  that  the 
activities  of  the  James  A.  Hamilton  Associates 
became  known  to  the  Study  staff  shortly  after 
they  began  operation.  The  members  of  the  Study 
staff  and  the  National  Advisory  Board  reviewed 


the  “Hamilton  Plan”  and  were  quite  concerned 
with  the  thoughts  contained  in  several  sections, 
particularly  those  dealing  with  medical  educa- 
tion and  the  location  of  a medical  school.  A re- 
view of  the  Study  staff  files  reveals  that  in  early 
1961  a member  of  the  Hamilton  group  accepted 
an  invitation  to  meet  with  the  Study  staff  for 
discussion  in  these  matters.  There  is  no  record 
that  he  availed  himself  of  this  opportunity. 

On  one  occasion  the  Study  Director  deemed 
it  necesary  to  respond  to  editorial  criticism  be- 
cause the  charges  were  so  misleading.  The  Au- 
gust 15,  1961,  Arizona  Republic  charged  in  an 
editorial,  “Not  the  Last  Word”: 

. . . The  heart  of  the  Volker  Report,  it 
seems  to  us,  is  insistence  on  the  location  of 
the  medical  school  and  a hospital  on  a uni- 
versity campus.  This  is  not  surprising,  since 
Dr.  Joseph  Volker,  who  directed  the  mak- 
ing of  the  report,  is  used  to  the  hospital-on- 
campus  setup  at  the  University  of  Alabama. 
Of  the  eight  men  on  the  National  Advisory 
Board,  six  are  on  the  staff  of  the  University 
of  Alabama  Medical  Center.  But  despite 
their  orientation  toward  on-campus  medical 
school  hospitals,  very  few  of  the  states  in 
the  country  are  following  this  plan.  . . . 

His  reply  in  a letter  to  the  editor  ( Arizona  Re- 
public, September  11,  1961)  is  self-explanatory. 
. . . Because  I know  your  newspaper  is  in- 
terested in  presenting  its  readers  with  fac- 
tual information,  I hope  you  will  call  to 
their  attention  the  following  observations: 
The  University  of  Alabama  does  not  have 
a teaching  hospital-on-campus  setup.  Our 
medical  center  is  located  in  Birmingham, 
the  university  proper  in  Tuscaloosa. 

No  member  of  the  National  Advisory 
Board  was  a member  of  the  faculty  of  the 
University  of  Alabama.  Six  staff  members 
of  the  University  of  Alabama  served  as  con- 
sultants for  selected  phases  of  the  study.  In 
each  instance  they  were  well  qualified  by 
previous  experience  for  their  assignment. 
Not  one  of  them  participated  in  the  decision 
recommending  the  location  or  the  affilia- 
tion of  the  proposed  medical  school.  The 
latter  matter  was  carefully  studied  by  the 
National  Advisory  Board  and  they  were  in 
unanimous  agreement  on  the  findings. 

In  recent  years  a considerable  number  of 
states  have  voted  to  establish  four-year 
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medical  schools  or  to  expand  existing  two- 
year  facilities  to  four-year  facilities.  Includ- 
ed in  this  number  are  Kentucky,  Mississip- 
pi, Florida,  West  Virginia,  North  Carolina, 
and  Missouri.  Each  of  them  has  recognized 
the  wisdom  of  having  university  hospitals 
for  clinical  instruction  of  their  students  in 
the  health  sciences. 

All  of  them  have  located  their  teaching 
hospital  on  the  campus,  with  the  exception 
of  Mississippi.  In  this  case  the  decision  was 
made  to  locate  the  medical  school  in  Jack- 
son,  primarily  because  the  university  com- 
munity, Oxford,  had  a population  of  less 
than  10,000.  It  is  pertinent  also  that  the 
University  of  Washington  and  the  Univer- 
sity of  Utah,  institutions  that  have  previ- 
ously been  dependent  upon  non-university 
hospitals  for  clinical  instruction,  have  elec- 
ted to  develop  university  hospitals. 

Dissatisfaction  with  the  report  is  also  noted 
in  the  December  17,  1961,  edition  of  the  Arizona 
Republic.  This  issue  devoted  considerable  space 
to  a report  of  the  Citizens  Committee  on  Medi- 
cal School  Costs  headed  by  Mr.  Rex  Staley  and 
Dr.  Robert  A.  Price  who  is  reported  as  pointing 
out: 

. . . that  county  hospitals  have  been  “out- 
standingly successful”  in  teaching  in  many 
areas  of  the  country. 

For  example,  Dr.  Price  said,  Cook  County 
Hospital  in  Chicago  is  used  to  train  medical 
students  for  four  medical  schools  including 
Northwestern  University,  University  of  Illi- 
nois, Loyola  University  and  the  University 
of  Chicago. 

“To  my  mind,”  the  report  quotes  Dr. 
Price,  “it  would  be  outright  folly  for  the 
state  taxpayer  to  spend  $10  million  or  more 
for  a university  hospital  in  Tucson,  when 
Maricopa  County  is  already  in  process  of 
building  an  ideal  facility,  the  use  of  which 
would  not  cost  the  taxpayers  a penny.” 

Since  Dr.  Price’s  appraisal  of  conditions  at  Cook 
County  Hospital  was  not  in  keeping  with  the 
impressions  of  the  Study  Director,  the  present 
relationship  of  these  Chicago  medical  schools  to 
the  hospital  was  requested  from  the  offices  of 
the  respective  deans.  One  reported  that  the  fa- 
cility was  not  used,  the  others  reported  limited 
use.  In  no  instance  was  the  hospital  utilized  as 
a major  base  for  undergraduate  medical  school 
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instruction. 

In  the  same  article  Dr.  Price  joins  with  others 
in  advocating  the  establishment  of  a four-year 
medical  school  in  Maricopa  County.  This  is  in 
contrast  to  a signed  editorial  that  appeared  in 
the  Round-Up  several  months  earlier  in  which 
he  concludes,  “It  would  seem  more  wise  if  the 
people  demanded  that  we  reconsider  the  pro- 
posal of  Dr.  Gammage,  that  we  establish  a two- 
year  school  of  medicine  and  soon.  When  that  is 
securely  operating,  a gradual  expansion  could 
be  made  to  the  clinical  years  at  the  new  Mari- 
copa County  Hospital  which  is  even  now  being 
planned  as  a teaching  hospital.”*  Obviously,  it 
is  very  difficult  to  give  careful  and  considerate 
comment  to  such  inconsistencies. 

The  December  1961-January  1962  issue  of  the 
Round-Up  included  an  article  authored  by  H.  L. 
Payne  entitled  “Was  the  Volker  Study  Fairly 
Made?”  The  rather  serious  charges  contained  in 
the  manuscript  were  quoted  extensively  in  the 
Phoenix,  Mesa,  and  Tucson  papers.  Since  the 
Round-Up  is  the  official  publication  of  the  Mari- 
copa County  Medical  Society  and  the  charges 
contained  in  the  article  are  at  the  least  mislead- 
ing, the  Study  Director  attempted  by  personal 
conversations  and  by  correspondence  to  ascer- 
tain the  editorial  policy  of  the  publication.  Mr. 
Len  Welch  is  listed  as  the  Editor  of  the  journal. 
Upon  inquiry  at  the  central  office  of  the  medi- 
cal society,  the  Director  was  told  this  is  a part- 
time  activity  for  Mr.  Welch;  his  primary  em- 
ployment is  with  one  of  the  Phoenix  daily  news- 
papers. 

A letter  addressed  to  the  President  of  the 
Maricopa  County  Medical  Society  contained  the 
specific  request,  “I  would  appreciate  having  at 
your  earliest  convenience  a statement  indicating 
the  qualifications  and  responsibilities  of  the  Ed- 
itor and  the  official  policy  of  the  journal  as  it 
relates  to  acceptance  and  publication  of  manu- 
scripts by  members  and  non-members.”  A sub- 
sequent reply  indicated  only  that  “ Round-Up , 
the  publication  of  the  Maricopa  County  Medical 
Society,  is  a magazine  with  the  purpose  of  dis- 
seminating information  to  the  medical  profes- 
sion in  Maricopa  County  and  to  discuss  matters 
of  general  interest  to  the  medical  profession.” 
This  answer  leaves  the  impression  that  no  at- 
tempt is  made  to  evaluate  data  submitted  for 

“Price,  Robert  A.,  Some  Thoughts  About  A Medical  School. 
Round-up.  7(9):  4-5,  September,  1961. 
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publication. 

The  Payne  article  begins  with  the  statement, 
“The  claim  has  been  advanced  that  the  Volker 
Medical  School  Report  is  the  result  of  an  im- 
partial study  by  out-of-state  experts  and  is  there- 
fore entitled  to  great  credit.  The  following  train 
of  events  and  facts  seem  to  show  that  this  report 
was  not  the  result  of  an  unbiased  study.”  It  then 
presents  twenty-five  numbered  comments.  The 
first  ten  are  concerned  with  events  that  trans- 
pired before  the  initiation  of  the  Study.  A con- 
siderable amount  of  the  material  in  Sections  11 
through  20  is  directly  concerned  with  Study 
staff  personnel  and  their  activities.  For  the  sake 
of  clarity  these  criticisms  will  be  quoted  from 
the  pertinent  section  and  will  be  followed  by  a 
comment. 

Section  11.  Thereafter  Dr.  McCormick  sug- 
gested, among  other  names,  that  of  Dr.  Jos- 
eph F.  Volker,  of  the  University  of  Alabama, 
for  the  position  of  director  of  the  study, 
whereupon  the  board  of  regents  approved 
his  selection  . . . 

The  Study  Director  was  not  selected  by  Dr.  Mc- 
Cormick. Dr.  McCormick,  acting  under  the  di- 
rection of  the  Board  of  Regents,  arranged  for 
the  Study  Director  to  be  interviewed  by  the 
Board  at  one  of  its  regular  sessions.  After  the 
interview  the  Board  voted  to  employ  him. 

Section  12.  Dr.  Volker ’s  report  of  June  12, 
1961,  which  he  calls  a preliminary  report, 
shows  that  in  making  his  survey  in  Arizona 
he  closely  followed  the  procedure  set  up  by 
Dr.  Poor,  upon  which  the  donation  of  the 
Commonwealth  Fund  had  been  predicated, 
and  shows  that  he  manifestly  disregarded 
the  population,  hospitals,  medical  facilities, 
medical  specialties  and  other  advantages  of 
the  Phoenix  area,  and  tended  to  emphasize 
those  facilities  of  the  Univeristy  of  Arizona 
which  were  older  and  more  numerous,  but 
which  had  little  to  do  with  medical  educa- 
tion or  the  location  of  a medical  school. 

The  author  ignores  the  fact  that  when  the  sum- 
mary report  was  presented  it  was  accompanied 
by  five  additional  reports  entitled  “The  Arizona 
Physician,”  “The  Arizona  Dentist,  Nurse,  Oste- 
opath, and  other  Health  Manpower.”  “Review 
of  Representative  Arizona  Hospitals,”  “Arizona: 
An  Appraisal  of  a Growth  Economy,”  and  “State 
and  Local  Taxes  in  Arizona.”  The  existence  of 
these  documents  refutes  the  charge  that  the 


areas  cited  were  disregarded. 

Section  13.  The  elaborate  outline  prepared 
by  Dr.  Poor  called  for  a committee  of  medi- 
cal men  resident  in  Arizona  to  advise  with 
the  director,  and  it  is  interesting  to  note 
that  of  the  medical  doctors  who  had  ap- 
peared and  testified  before  the  July  11,  1958 
meeting  in  Flagstaff  of  the  medical  educa- 
tion committee  of  the  board  of  regents,  only 
one  of  those  who  had  testified  in  favor  of 
the  Tempe  school  and  the  acceptance  of  the 
McCune  offer  was  appointed  by  Dr.  Volker 
on  that  advisory  committee,  while  the  two 
doctors  who  had  testified  most  positively 
against  the  acceptance  of  the  McCune  offer, 
that  is  to  say,  Dr.  Melick  and  Dr.  Manning, 
were  both  appointed  on  that  state  commit- 
tee. While  the  state  committee  was  divided 
between  doctors  resident  in  Tucson  and 
those  resident  in  Phoenix,  it  is  remarkable 
that  a Phoenix  doctor  was  selected  who 
served  with  the  president  of  the  University 
of  Arizona  on  the  WICHE  board  and  had 
been  most  positive  in  his  testimony  against 
the  McCune  offer.  A scrutiny  of  that  com- 
mittee shows  that  it  was  manifestly  packed 
in  favor  of  the  Tucson  area. 

The  statement  that  the  Study  Director  appointed 
the  advisory  committee  is  in  complete  error. 
The  state  medical  association  was  requested  to 
nominate  the  committee,  and  those  selected 
were  appointed  by  the  Board  of  Regents. 
Section  14.  Dr.  Volker,  himself,  according  to 
his  report,  selected  all  of  his  out-of-state  ad- 
visors. In  the  light  of  the  packing  that  we 
know  of  it  is  reasonable  to  assume  that  these 
men  may  well  have  been  chosen  by  Dr.  Vol- 
ker because  of  their  predilection  for  his 
viewpoint  and  that  of  Dr.  Poor  whom  he 
was  so  closely  following.  These  men  were 
window  dressing  designed  to  add  weight  to 
the  study  but  I am  informed  they  spent  lit- 
tle time  on  it. 

This  assumption  is  without  foundation.  The 
members  of  the  National  Advisory  Board  were 
selected  because  they  were  qualified  by  train- 
ing and  experience  for  the  particular  assign- 
ment. The  original  application  to  the  Common- 
wealth Fund  described  the  talents  that  should 
be  included  in  the  group,  and  the  Study  Direc- 
tor recruited  outstanding  persons  in  each  of  the 
prescribed  categories.  Since  he  was  not  person- 
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ally  acquainted  with  some  of  them  before  the 
initiation  of  the  Study,  their  “predilections”  were 
unknown.  As  window  dressers  they  were  par- 
ticularly active.  A review  of  the  Study  files  indi- 
cates the  National  Advisory  Board  and  consult- 
ants to  the  Arizona  Medical  School  Study  spent 
more  than  160  days  within  the  state.  Each  of 
them  was  fully  informed  on  the  staff  work,  and 
each  voted  on  all  of  the  major  conclusions  of 
the  report. 

Section  15.  Also  it  is  significant  to  note  that 
according  to  the  Volker  report,  Dr.  Volker 
got  Dr.  R.  S.  Poor  to  come  back  into  the 
study  as  an  advisor  during  the  course  of  the 
study.  He  knew  Dr.  Poor’s  predilections  and 
apparently  wanted  some  help  in  his  effort 
to  sustain  the  position  that  a land  grant  col- 
lege with  a major  part  of  its  work  devoted 
to  agricultural  research,  should  be  the  site 
of  a medical  school. 

Dr.  Poor  was  not  an  advisor  to  the  Study.  He 
did  not  participate  in  any  of  the  decisions  made 
by  the  Study  staff.  His  assignment  is  best  under- 
stood by  the  following  quotation  from  his  em- 
ployment letter:  “This  will  confirm  our  conver- 
sation in  which  I expressed  the  hope  that  you 
would  be  willing  to  serve  as  a consultant  to  the 
Study  and  advise  us  as  to  the  problems  associa- 
ted with  developing  the  allied  health  groups  as 
part  of  a medical  school  master  plan.”  There  is 
no  reason  to  suggest  that  the  Study  Director 
would  be  overly  impressed  with  agricultural  re- 
search as  it  relates  to  medical  education.  During 
the  last  quarter  of  a century  he  has  been  affili- 
ated with  education  in  the  health  sciences  at 
the  Univeristy  of  Rochester,  Tufts  University, 
and  the  University  of  Alabama.  Each  of  these 
institutions  has  medical  and  allied  health 
schools;  none  has  a school  of  agriculture. 

Section  19.  The  Volker  report  shows  that  a 
so-called  citizens  advisory  committee  of  52 
prominent  Arizonans  was  chosen  at  the  re- 
quest of  Dr.  Volker,  in  accordance  with  the 
Poor  recommendation.  But  Dr.  Volker  did 
not  discuss  with  this  committee  the  location 
of  a medical  school,  nor  advise  with  them 
about  that  question  at  all.  He  did  not  avail 
himself  of  any  thoughts  they  might  have 
about  saving  the  money  of  the  state  taxpay- 
ers. His  first  mention  of  location  to  this  “cit- 
izens advisory”  group,  was  when  he  an- 
nounced the  decision  his  staff  had  made  in 
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favor  of  Tucson,  when  he  released  his  report 
on  June  12,  1961.  The  selection  of  this  citi- 
zens committee  was  an  idle  gesture,  and  no 
one  could  blame  its  members  for  the  dis- 
gust a number  of  them  have  manifested. 

The  citizens  group  referred  to  was  projected 
and  their  duties  outlined  in  the  study  plan  sub- 
mitted to  the  Commonwealth  Fund.  Their  rela- 
tionship to  the  Study  is  clearly  stated  in  the  let- 
ter of  invitation : 

At  the  present  time  I am  serving  as  Di- 
rector of  the  Arizona  Medical  School  Study. 
This  undertaking,  which  is  under  the  super- 
vision of  the  Board  of  Regents  of  the  Uni- 
versities and  State  College  of  Arizona  and 
supported  by  a grant  from  the  Common- 
wealth Fund,  has  as  its  primary  purpose  the 
collection  and  analysis  of  data  pertinent  to 
the  need  for  a medical  school  in  Arizona.  It 
is  anticipated  that  the  recommendations  of 
the  Study  staff  will  serve  as  a guide  to  state 
officials  in  their  future  consideration  of  the 
problem. 

The  operation  of  the  Study  provides  for 
appointment  by  the  Board  of  Regents  of  a 
Citizens  Committee  of  considerable  size, 
comprised  of  representative  leading  citizens 
throughout  Arizona.  It  is  planned  to  have 
this  committee  meet  at  least  twice  during 
the  Study,  once  within  the  next  few  months 
for  orientation  and  a progress  report  and 
again  at  the  end  of  the  Study  for  a final  re- 
port. 

The  Regents  have  authorized  me  to  con- 
tact the  individuals  they  have  nominated 
for  Committee  membership.  I am  hopeful 
that  you  will  participate.  Would  you  please 
indicate  as  soon  as  possible,  using  the  en- 
closed card,  your  willingness  to  serve.  If  you 
have  any  questions  in  the  matter,  please  do 
not  hesitate  to  call  upon  me. 

Although  only  two  meetings  were  anticipated, 
two  additional  meetings  were  held  for  the  con- 
venience of  the  members;  one  of  these  was  in 
Phoenix,  the  other  in  Tucson.  The  Study  files  in- 
dicate that  in  early  April  a considerable  amount 
of  pertinent  material  was  distributed  to  the  Citi- 
zens Committee,  and  an  accompanying  letter  re- 
iterated the  Director’s  willingness  to  meet  with 
them  in  small  groups  for  more  complete  discus- 
sion of  Study  activities. 

Section  20.  The  Volker  report  almost  had  to 
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decide  against  starting  with  a two-year 
medical  school,  because  otherwise  he  would 
have  shown  up  the  error  of  his  sponsors, 
who  had  been  so  positive  in  opposition  to 
the  McCune  proposal.  He  brushed  off  the 
idea  of  starting  with  a two-year  medical 
school,  and  advocated  a very  expensive 
four-year  installation  at  Tucson,  notwith- 
standing the  fact  that  our  neighboring  state 
of  New  Mexico  inaugurated  a two  year 
medical  school  at  their  largest  city,  Albu- 
querque, while  this  Volker  study  was  in 
progress. 

The  Study  staff  and  the  National  Advisory 
Board  paid  special  attention  to  this  problem. 
This  is  attested  in  the  summary  report  which 
states: 

The  Study  staff  and  the  National  Advis- 
ory Board  have  carefully  considered  the 
matter  of  a two-year  school.  A sub-commit- 
tee of  the  latter  group.  Doctors  Bowers, 
Darley,  Stowe,  Tenney,  and  Wiggins,  has 
given  the  question  special  attention.  It  is  the 
unanimous  opinion  of  the  Advisory  Board 
and  the  Study  staff  the  indications  for  a 
four-year  school  are  overwhelming.  If  a con- 
trary decision  is  made,  it  is  predictable  that 
within  a very  short  time  the  state’s  obvious 
need  for  physicians  and  the  increasing  evi- 
dence of  its  ability  to  support  a medical 
school  will  result  in  a conversion  to  a con- 
ventional four-year  program.  The  subse- 
quent move  would  require  considerable  ex- 
pensive replanning. 

This  recommendation  should  not  be  con- 
strued to  mean  Arizona  should  not  consider 
at  some  future  date  the  development  of  an 
additional  medical  educational  facility  in 
the  form  of  a two-year  school.  It  is  possible 
this  may  be  a logical  decision  when  circum- 
stances are  different.  Indiana,  which  sup- 
ports one  large  medical  school,  is  now  in 
the  process  of  developing  a second  program. 

It  has  elected  to  initiate  a basic  science  op- 
eration. 

On  January  17-19,  1962,  the  Study  Director 
visited  in  Arizona.  Although  his  primary  pur- 
pose was  to  arrange  for  publication  of  the  re- 
port, he  accepted  invitations  to  meet  with  sev- 
eral organizations  for  discussion  of  the  report. 
Included  in  the  groups  were  the  Phoenix  Press 
Club  and  the  Board  of  Directors  of  the  Maricopa 


County  Medical  Society.  He  also  agreed  to  par- 
ticipate in  two  television  programs.  One  reac- 
tion to  these  endeavors  was  an  editorial  in  the 
January  19,  1962,  Arizona  Republic  entitled  “No 
Alternatives.”  In  part  the  editorial  states  “The 
Procrustean  plan  he  has  fashioned  for  the  medi- 
cal school  is  a four-year  institution  on  the  cam- 
pus of  the  University  of  Arizona  with  its  own 
hospital.  The  doctrines  of  ‘no  alternatives’  is  ba- 
sic in  his  thinking.”  The  allusion  to  Procrustes 
is  interesting.  Webster  defines  him  as  “A  legend- 
ary highwayman  of  Attica,  who  tied  his  victims 
upon  an  iron  bed,  and  stretched  or  cut  off  their 
legs  to  adapt  them  to  its  length.”0  It  further 
describes  the  adjective  Procrustean  as  meaning 
“harsh  or  inflexible  in  fitting  (someone  or  some- 
thing) to  a preconceived  idea,  system,  etc.”  The 
Director  does  not  believe  the  word  usage  is  ap- 
propriate. He  can  state  without  equivocation 
that  no  one  associated  with  the  Study  operation 
had  “preconceived  ideas”  regarding  medical  ed- 
ucation in  Arizona.  Everyone  tried  to  be  as  ob- 
jective as  possible,  and  judgments  were  made 
independently  and  were  unanimous. 

It  is  true  that  the  Study  did  not  give  primary 
consideration  to  alternatives.  It  was  the  under- 
standing of  the  Study  staff  and  the  National  Ad- 
visory Board  that  their  principal  purpose  was  to 
establish  the  extent  of  Arizona’s  need  for  a med- 
iacl  school  and,  if  a need  was  shown  to  exist,  to 
advise  the  state  as  to  the  best  possible  way  to 
meet  the  need.  This  they  have  tried  to  do.  They 
have  recognized  that  circumstances  may  make 
it  necessary  to  deviate  from  their  recommenda- 
tions. This  attitude  is  best  illustrated  by  a quo- 
tation from  the  summary  report  that  has  been 
totally  ignored  by  critics: 

If,  for  some  unforeseen  reason,  construction 
of  a university  hospital  were  delayed,  other 
facilities  in  the  community  would  have  to 
be  substituted.  It  is  also  conceivable  that 
as  a medical  school  expanded  it  might  wish 
to  develop  supplementary  teaching  beds  in 
other  hospitals  of  the  community.  The  offer 
of  the  Tucson  Medical  Center  should  be 
taken  as  evidence  that  Tucson  could  re- 
spond to  either  emergency.  The  Veterans 
Administration  Hospital  in  Tucson  has  indi- 
cated a similar  willingness  to  cooperate  in 
the  development  of  medical  educational 

“Webster’s  New  Collegiate  Dictionary,  Springfield,  G.  & C. 
Merriam  Co.,  Publishers,  1959,  p.  673. 
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programs.  The  latter  arrangement  is  rela- 
tively common  in  the  United  States  and  un- 
der certain  conditions  functions  satisfac- 
torily. 

Another  response  to  the  Director’s  visit  was  a 
letter  to  the  editor  from  Regent  O.  D.  Miller 
appearing  in  the  Arizona  Republic  on  January 
31,  1962.  Among  other  things.  Regent  Miller 
takes  sharp  exception  to  the  academic  concepts 
of  the  Study  staff  and  National  Advisory  Board. 
The  Study  Director  readily  admits  that  he  is  an 
academician  and  that  he  believes  medicine  is 
fundamentally  a university  discipline.  He  is  not 
unaware  of  the  weaknesses  of  universities,  but 
he  is  also  appreciative  of  their  great  strengths 
and  unique  resources.  These  were  very  effec- 
tively stated  by  Alfred  North  Whitehead  when 
he  wrote: 

The  universities  are  schools  of  education, 
and  schools  of  research.  But  the  primary 
reason  for  their  existence  is  not  to  be  found 
either  in  the  mere  knowledge  conveyed  to 
the  students  or  in  the  mere  opportunities 
for  research  afforded  to  the  members  of  the 
faculty. 

Both  these  functions  could  be  performed 
at  a cheaper  rate,  apart  from  these  very  ex- 
pensive institutions.  Books  are  cheap,  and 
the  system  of  apprenticeship  is  well  under- 
stood. So  far  as  the  mere  imparting  of  infor- 
mation is  concerned,  no  university  has  had 
any  justification  for  existence  since  the  pop- 
ularization of  printing  in  the  fifteenth  cen- 
tury. Yet  the  chief  impetus  to  the  founda- 
tion of  universities  came  after  that  date,  and 
in  more  recent  times  has  even  increased. 

The  justification  for  a university  is  that  it 
preserves  the  connection  between  knowledge 
and  the  zest  of  life,  by  uniting  the  young 
and  the  old  in  the  imaginative  consideration 
of  learning.  The  university  imparts  informa- 
tion, but  it  imparts  it  imaginatively.  At  least, 
this  is  the  function  which  it  should  perform 
for  society.  A university  which  fails  in  this 
respect  has  no  reason  for  existence.  This  at- 
mosphere of  excitement,  arising  from  imagi- 
native consideration,  transforms  knowledge. 

A fact  is  no  longer  a bare  fact:  it  is  invested 
with  all  its  possibilities.  It  is  no  longer  a 
burden  on  the  memory:  it  is  energising  as 
the  poet  of  our  dreams,  and  as  the  architect 
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of  our  purposes.0 

The  Study  Director  believes  that  medical  edu 
cation  needs  and  should  have  the  environment 
described  by  Whitehead.  He  is  confident  that  it 
is  available  in  adequate  measure  on  the  campus 
of  the  University  of  Arizona  at  Tucson. 

A philosophy  similar  to  Regent  Miller’s  is  ex- 
pressed by  Dr.  Jack  Brooks,  the  president  of  the 
Maricopa  County  Medical  Society,  in  the  Feb- 
ruary 1962  issue  of  the  Round-Up.  In  comment- 
ing on  the  report,  he  states : 

We  are  not  looking  for  education  at  bar- 
gain prices,  but  for  education  that  will  fill 
our  needs  at  a price  we  can  afford.  Having 
sections  on  nuclear  medicine  closely  allied 
with  graduate  departments  in  physics  has 
its  advantages.  However,  it  also  has  its  in- 
herent dangers.  Securing  grants  for  basic 
research  becomes  paramount.  Time,  brains 
and  money  are  directed  more  and  more  to- 
wards research  at  the  expense  of  teaching, 
thus  defeating  our  primary  aim. 

Apparently  Dr.  Brooks  believes  that  fundamen- 
tal research  and  effective  medical  teaching  are 
incompatible. 

A more  serious  charge  contained  in  the  same 
article  states : 

Perhaps  Dr.  Volker's  mission  did  not  di- 
rect the  inclusion  of  alternate  plans  and  a 
discussion  of  their  advantages  in  his  report. 
However,  in  his  recent  interview  with  the 
Medical  School  Committee  of  the  Arizona 
Medical  Association  he  stated  that  a medi- 
cal school  established  here  in  Maricopa 
County,  utilizing  the  County  Hospital 
would  be  above  average. 

The  Study  Director’s  reaction  is  indicated  in  a 
quotation  from  his  letter  of  February  19,  1962, 
to  Dr.  Brooks: 

I do  not  recall  having  made  this  state- 
ment. Nor  do  I consider  my  recent  meeting 
with  the  Medical  School  Committee  of  the 
Arizona  Medical  Association  as  an  inter- 
view. I did  participate  in  a closed  dinner 
meeting  with  that  group.  Many  matters 
were  discussed,  and  insofar  as  I know,  there 
is  no  verbatim  transcription  of  the  session. 
Under  these  circumstances,  it  is  easy  to  mis- 

°Whitehead,  Alfred  North,  The  Aims  of  Education  and  Other 
Essays.  New  York,  The  New  American  Library  of  World  Litera- 
ture, Inc.,  1953,  p.  97. 
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interpret  any  statement  for  selfish  purposes. 

Obviously  the  meeting  included  discus- 
sion of  the  uanimous  recommendation  of 
the  Arizona  Medical  School  Study  staff  and 
National  Advisory  Board  that  the  establish- 
ment of  a medical  school  and  university 
hospital  in  connection  with  and  on  the  cam- 
pus of  the  University  of  Arizona  would  as- 
sure the  state  of  the  highest  possible  quality 
of  medical  education.  We  have  presumed 
this  is  what  the  people  and  the  medical  pro- 
fession of  the  state  desire,  and  we  believe 
our  economic  and  tax  studies  document  the 
state’s  ability  to  develop  such  a program. 
We  have  never  said  it  would  be  impossible 
to  establish  and  operate  a medical  school 
under  the  circumstances  advocated  by  the 
Board  of  Directors  of  the  Maricopa  County 
Medical  Society.  Only  the  most  elastic  edi- 
torial policy,  however,  could  interpret  these 
comments  as  an  admission  that  a medical 
school  established  in  Maricopa  County,  uti- 
lizing the  County  Hospital,  would  be  above 
average. 

Your  indirect  quotation  of  my  opinions  is 
particularly  unfortunate  and  unnecessary, 
especially  when  I appeared  before  the  Mari- 
copa County  Medical  Society  Board  of  Di- 
rectors and  answered  directly  every  ques- 


tion from  the  group. 

As  the  Arizona  Medical  School  Study  report 
goes  to  press  the  Study  staff  and  the  National 
Advisory  Board  hope  partisan  feelings  so  evi- 
dent to  date  will  be  replaced  by  a common  and 
concerted  effort  to  assure  high  quality  medi- 
cal education  for  the  state.  They  are  hopeful 
their  findings  will  serve  as  a keystone  for  the 
ultimate  development  of  teaching,  research,  and 
service  in  the  basic  health  sciences.  Arizona 
needs,  wants,  and  has  the  resources  to  achieve 
this  objective.  It  seems  appropriate  to  terminate 
our  activities  as  they  began  with  the  statement 
of  Malcolm  P.  Aldrich,  President  of  the  Com- 
monwealth Fund,  when  he  announced  the 
awarding  of  the  Study  grant,  “It  is  our  hope 
that  this  study  will  point  out  many  of  the  health 
and  medical  needs  of  the  State  as  well  as  the 
factors  involved  in  trying  to  determine  whether 
Arizona  needs  a medical  school.  Also,  if  it  does 
need  such  a school,  what  type  it  should  be  and 
where  it  should  be  located.  We  hope  that  re- 
gardless of  the  final  decision  recommended 
based  upon  an  unbiased  study,  all  of  the  people 
involved  will  accept  the  survey’s  recommenda- 
tion wholeheartedly.” 

JOSEPH  F.  VOLKEB 
FEBRUARY  22,  1962 


DRUG  CHARGES  IN  HOSPITALS 

With  increasing  frequency  one  hears  complaints  from  the  public  that  hos- 
pitals are  charging  exorbitant  prices  for  their  services,  and,  of  these,  the  chief 
targets  seem  to  be  the  charges  for  drugs.  When  one  reviews  statistics  of  drug 
charges  made  by  general  hospitals,  he  cannot  help  wondering  if  the  prevailing 
practices  of  hospitals  in  cost  accounting  and  fixing  charges  are  valid  and  realistic. 
Certainly,  the  impressions  are  gained  either  that  some  of  the  hospitals  are  not 
very  businesslike  in  their  financial  affairs  or  that  they  are  attempting  to  use  their 
pharmacies  to  cover  losses  in  other  areas.  Neither  of  these  impressions  is  re- 
assuring to  the  public. 

Robert  S.  Myers,  M.D.,  in  The  Modern 
Hospital,  August  1961. 
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spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
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Children- % teaspoon  ( = 2.5  ml.)  per 
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hours  day  and  night  until  stools  are 
reduced  to  five  daily,  then  every  eight 
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SUPPLIED:  Bottles  of  1 pint  ( raspberry  flavor,  pink  color ) 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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Clifford  James  Goodman  M.D. 

1921  - 1962 


Clifford  James  Goodman  was  born  August  8, 
1921,  in  Safford,  Arizona,  of  a pioneer  family. 
His  father,  George  N.  Goodman,  was  known  to 
most  of  us  as  the  owner  of  the  Apache  Drug 
Store  in  Mesa,  a civic  leader,  a long  time  Mayor 
of  Mesa  and  one  of  the  men  who  helped  to 
bring  Williams  Field  to  the  Salt  River  Valley. 
His  mother,  Clara  Platt  Goodman,  was  the 
daughter  of  Doctor  William  Platt,  a prominent 
pioneer  physician  of  Graham  County. 

The  Goodman  family  moved  to  Mesa  in  1923 
and  Clifford  entered  the  public  school  system  in 


Clifford  James  Goodman,  M.D. 


September  of  1926.  This  is  where  my  friendship 
with  him  began.  We  experienced  most  of  the 
things  that  boys  do  together,  cops  and  robbers, 
wrestling,  boxing,  touch  football,  marbles,  Hal- 
loween window  soaping  and  doorbell  ringing, 
and  even  grapevine  smoking  in  the  seclusion  of 
our  forts  and  caves.  We  even  found  that  we  had 
tempers  and  met  many  times  in  combat,  emerg- 
ing with  glorious  black  eyes  and  swollen  lips. 
I believe  that  our  greatest  glory  was  our  horses. 
We  rode  them  all  over  Mesa  and  the  nearby 
river  wasteland. 

We  had  our  idols  and  like  the  boys  of  today, 
Clifford  once  tried  to  imitate  Tom  Mix  and 
jumped  from  the  roof  to  the  back  of  his  horse, 
the  only  trouble  was  the  horse  had  moved.  In 
school,  our  first  grade  teacher  seemed  to  like 
us,  in  fact  so  well  she  kept  us  there  an  extra 
year.  After  this  one  failure,  Clifford  never  once 
got  far  behind  the  very  top  of  his  class  and  he 
graduated  from  the  eighth  grade  at  Franklin 
School  in  1936  and  promptly  entered  Mesa 
Union  High  School  that  fall.  He  was  am- 
bitious to  become  a physician  like  his  grandfa- 
ther and  thereafter  devoted  his  energies  to  that 
end.  In  high  school,  he  was  a member  of  the  Art 
Club,  the  Camera  Club,  the  Letterman’s  Club, 
the  Student  Council,  and  played  baseball  and 
football. 

During  his  Junior  and  first  part  of  his  Senior 
year,  he  courted  Miss  Earlene  Ellsworth  and  on 
January  13,  1940,  they  were  married  in  Florence, 
Arizona.  Clifford  continued  to  work  in  his  fa- 
ther’s drugstore,  not  for  spending  money  as  be- 
fore, but  now  to  support  his  wife.  After  gradua- 
tion from  high  school,  he  entered  Arizona  State 
College  at  Tempe,  where  he  studied  for  two 
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years  during  1942  and  1943,  during  which  time 
he  worked  at  several  other  jobs  besides  the 
drugstore  and  was  at  times  a civilian  guard  at 
Williams  Field  and  with  the  help  of  his  wife 
he  operated  a hamburger  stand.  In  1942,  he  en- 
rolled at  George  Washington  University  in 
Washington,  D.  C.,  to  complete  his  premedical 
training.  Here  their  first  child,  Clifford  James 
Junior,  was  born  April  11,  1943.  Arrangements 
were  made  through  an  old  family  friend,  Sena- 
tor Ernest  McFarland,  for  him  to  secure  night 
time  employment  in  the  Senate  Post  Office.  On 
September  26,  1944,  he  was  inducted  into  the 
Army  of  the  United  States.  A daughter  was  born 
that  fall.  He  received  his  basic  training  at  Fort 
Old,  California,  and  was  sent  to  Luzon  Island 
in  the  Philippines.  He  spent  three  months  on 
duty  there,  was  returned  home,  and  he  spent 
the  balance  of  his  time  as  a surgical  technician 
at  Bushnell  General  Hospital  at  Brigham  City, 
Utah,  and  at  a Station  Hospital  in  Fort  Douglas, 
Utah.  He  was  discharged  from  the  Army  with 
the  rank  of  Sergeant,  May  5,  1946. 

He  returned  to  re-enter  George  Washington 
University,  work  in  the  Senate  Post  Office,  and 
he  received  his  M.D.  degree  in  1951.  He  re- 
turned to  Phoenix,  interned  at  Good  Samaritan 
Hospital,  and  here  began  an  association  with 
Dr.  C.  P.  “Johnie”  Johnston.  Many  long  dicho- 
tomous arguments  arose  between  these  two 
about  who  really  made  the  other  a good  phy- 
sician. At  any  rate,  they  were  both  licensed  to 
practice  in  the  State  of  Arizona  in  1952.  He  went 
immediately  to  Chandler  and  entered  into  prac- 
tice in  association  with  Dr.  Von  Pohle. 

ROBERT  CUMMARD 

Clifford  James  Goodman,  a physician  and  cit- 
izen, died  of  a coronary  on  March  28,  1962,  a 
great  loss  to  his  community  of  Chandler  and  to 
me.  As  kids,  Cliff  and  I fought  each  other  daily 
from  the  day  we  were  big  enough  to  walk,  but 
together  we  would  happily  take  on  anyone  or 
group.  Cliff  never  stopped  fighting  for  what  he 
thought  was  right.  Cliff  was  more  than  just  an 
M.D.  He  was  truly  a family  doctor.  Vic  Swan- 
son, a Phoenix  banker,  tells  me  about  the  time 
he  was  sick  on  his  farm  outside  of  Chandler, 
and  called  Cliff  to  make  a house  call  late  at 
night.  Knowing  that  Vic  was  a bachelor,  Cliff 
stopped  at  a grocery  store  and  arrived  at  the 
house  laden  with  all  the  food  necessary  for  his 
sick  patient  for  the  next  week. 


As  kids,  Cliff  and  I listened  to  our  grandfa- 
ther, Dr.  William  Platt,  tell  stories  of  fighting 
Indians  and  epidemics  in  the  early  days  of  Ari- 
zona and  we  both  resolved  that  some  day  we 
would  be  like  Grandpa. 

The  practice  of  medicine  is  different  now,  but 
the  feeling  of  people  for  their  doctor  is  not  much 
different,  thanks  to  men  like  Cliff. 

A church  overflowing  with  people  paying 
their  last  respects,  a community  almost  at  a 
standstill  for  one  person’s  passing  — these  are 
the  tributes  we  saw  to  the  man  and  doctor  Cliff 
was.  He  was  a leader  from  the  time  we  were 
kids  to  the  day  of  his  death.  Student  Body  Pres- 
ident, all-state  athlete,  Chief  of  Staff  at  South- 
side  and  Chandler  hospitals,  active  in  church  af- 
fairs, Rotary  Club  president,  president  of  the 
local  school  board  and  leader  in  community  af- 
fairs. He  was  truly  a good  citizen  and  friend  to 
the  people  as  well  as  their  physician. 

RICHARD  JOHNS,  M.D. 

Southside  medicine  suffered  a cruel  blow 
when  Dr.  Clifford  Goodman  of  Chandler  passed 
away  suddenly  on  March  28,  1962.  Dr.  Goodman 
was  a devoted  man  of  medicine  and  a civic  lead- 
er. He  devoted  much  of  his  thought  and  time 
to  his  church  and  community. 

Clifford  Goodman  was  quiet,  hard  working, 
kind  and  unassuming.  He  was  tolerant,  slow  to 
anger,  and  in  some  respects  had  acquired  judg- 
ment and  leadership  found  in  men  far  beyond 
his  years.  He  had  the  respect  of  his  colleagues, 
the  love  of  his  patients  and  the  thanks  of  his 
community. 

Clifford  was  graduated  from  George  Wash- 
ington University  School  of  Medicine,  Washing- 
ton, D.  C.,  in  1951.  He  interned  in  Good  Samari- 
tan Hospital  from  July,  1951,  to  1952.  He  be- 
came a member  of  the  Southside  Hospital  Staff 
in  1952  and  began  his  practice  in  Chandler  with 
Dr.  Lawrence  Pohle.  He  was  associated  with  Dr. 
Pohle  for  three  years  and  this  association  was 
terminated  when  Dr.  Pohle  went  into  the  United 
States  Foreign  Service  as  a career  man.  Dr. 
Goodman  then  began  his  practice  solo  and  in  a 
short  time  was  working  beyond  the  call  of  duty. 

He  was  the  type  Longfellow  had  in  mind 
when  he  wrote,  “The  heights  by  great  men 
reached  and  kept  were  not  obtained  by  sudden 
flight.  But  they,  while  their  companions  slept, 
were  toiling  upward  in  the  night  . 

MELVIN  L.  KENT,  M.D. 
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To  buy  a home  . . . 

Refinance  your  present 
one  . . . 

See  Lantz  & Co.  first 
for  your  home 
financing.  Chances  are 
you’ll  save  money  . . . 
get  faster  service,  too. 
Low-cost  monthly 
payment  home  loans 
for  as  much  as  $40,000 
with  terms  to  fit 
your  needs. 


Call  or  stop  in 


TODAY! 


your  home  loan 
can  be 

arranged  quickly. 


LANTZ 
& CO. 


655  N.  Scottsdale  Rd. 
SCOTTSDALE 


946-5371 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 
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A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 
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For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

1 36  North  Stone  Avenue  MAin  3-0583 
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" How  do 
you  feel 

lately,  Mrs.  K ? " t&oc&L, /dew#  cuflxmt&u 
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, the  treatment  of  mild  to  moderate  ten-thiS  COUld  be  VOUr  “anxiety  Patiejlt”  Oil 

on  and  anxiety,  the  normalizing  effect  of _ **  _ © 

?epidone  leaves  the  patient  emotionally  ^ 

;able,  mentally  alert.  Adult  dose:  One  S 
)0  mg.  tablet,  four  times  daily.  Supplied  : 
alf-scored  tablets,  400  mg.,  bottle  of  50. 

MEPHENOXALONE  LEDERLE 

iquest  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 
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Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
t h e group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 
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TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Resources  $750  Million 
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HOBBY  HORSE 

RANCH  SCHOOL 

A School  For  Exceptional  Children 

m 

The  Hobby  Horse  Ranch  School  is  both  home 

and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 

backward  child  who  suffers  no  physical  handi- 

- ; 

; 

cap. 

The  Hobby  Horse  Ranch  School  is  a branch 

’ d 

of  Fairview  School  in  Fishkili,  New  York  which 

was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 
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Matthew  W.  Lightowler 
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P.O.B.  44,  Cortaro,  Ariz. 
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ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 

dation  of  those  patients  in  whom  over  indulgence  in 

' K.  dfflS 

alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
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Association. 
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CONDITIONING  FOR  YEAR  ROUND  COMFORT 
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HcApital 

s ] 

Hospital  License  No.  71 

Registered  A.M.A. 

Member  A.H.A. 

•367  No.  21st  Avenue 

PHOENIX,  ARIZONA 
Phone  - Day  or  Night  - AL  3-4751 
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DEPOSIT 


INSURANCE  CORPORATION 


The  Milibis®  vaginal  suppository 
is  soft  and  pliant  as  a tampon.  It  offers 
proved  therapeutic  action*  in  an  exceptional 
vehicle.  The  suppository  is  clean,  odorless  and 
non-staining.  The  course  of  treatment  of  vaginitis 
(trichomonal,  bacterial  and  monilial)  with  Milibis  is  short 
-only  10  suppositories  in  most  cases.  Milibis®  vaginal  suppositories 
are  supplied  in  boxes  of  10  with  applicator. 

LABORATORIES 

New  York  18,  N.  Y. 

*97  per  cent  effective  in  a study  of  564  cases; 

94  per  cent  effective  in  a study  of  510  cases. 


Thanks  to  135  tiny  "doses”  throughout  th 


'Trademark,  Reg.  U.S.  Pat. Off. 


Copyright  1962,  The  Upjohn  Company 


ght,  the  arthritic  wakes  up 


comfortable 

Morning  stiffness  may  be  reduced 
or  even  eliminated  as  a result 
of  therapy  with  the  only  steroid  in 
long-acting  form.  And  the  slow, 
steady  release  of  steroid 
makes  it  possible  in  some  cases 
to  reduce  the  frequency  of 
administration  and/or  the  total 
daily  steroid  dosage. 


Medrol'l 

Medules 


Each  hard-filled  capsule  contains  Medrol 
(methylprednisolone)  4 mg.  Also  available 
in  2 mg.  soft  elastic  capsules. 

Supplied  in  bottles  of  30  and  100. 


Reminder  advertisement. 
Please  see  package  insert  for 
detailed  product  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


POST-EZE  SYSTEMS  ARE  H 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE  • 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


POST-  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAIn  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


CASE 


No  offensive 
after-odor. 


VtwkzVouxl&tj 

For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


ROBERT  L.  BEAL,  M.D. 


OTTO  L.  BENDHEIM,  M.D. 


PAUL  M.  BINDELGLAS,  M.D. 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D. 


DERALD  G.  MAY,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D 


WILLIS  L.  STRACHAN,  M.D 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


60A 


Arizona  Medicine 


AND  WITH  BAYER  ASPIRIN, 

THERE’S  NO 
"SEDATIVE  HANGOVER.” 

There  are,  of  course,  a great  many  instances  of 
sleeplessness  in  which  the  patient  should  be  directed  to 
take  a sedative  to  induce  sleep. 

But  there  are  also  many  instances  in  which  sleeplessness  is 
caused  by  nothing  more  serious  than  minor  aches  and  pains  which 
can  easily  be  relieved  by  one  or  two  tablets  of  Bayer  Aspirin. 

With  physical  discomforts  gone,  sleep  comes  naturally. 

And  when  Bayer  Aspirin  is  used  as  a sleeping  aid, 
patients  never  suffer  the  "sedative  hangover”  which  so 
often  follows  an  induced  sleep. 

So  remember,  when  minor  aches  and  pains 
disturb  your  patients’ sleep,  Bayer  Aspirin  doesn’t 
make  them  sleep;  it  lets 
them  sleep,  naturally,  with 
no  "sedative  hangover.” 


for  more  satisfactory  relief  of  anxiety -aggravate, 


More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.1 
More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.2 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  {2l/2  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  ( gr. ) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers,  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray, 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

Va  GR.  (16.2  mg.)  Phenaphen  No.  2 
PHENAPHEN  with  CODEINE  PHOSPHATE 

Vi  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 
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Future  Medical  Meetings  and  Postgraduate  Education 

REGIONAL  MEETINGS 
SUMMER  AND  FALL,  1962 


July  19-21,  1962 
University  of  Colorado 
Dermatology 
Denver,  Colorado 

July  30-August  3, 1962 
University  of  Colorado 
Otology 

Estes  Park,  Colorado 
August  6-10, 1962 

University  of  Colorado  Medical  School 
Pediatrics 

Estes  Park,  Colorado 
August  16-18,  1962 

Rocky  Mountain  Radiological  Society 
Denver,  Colorado 

September  16-19,  1962 
Colorado  Medical  Society  Annual  Session 
Colorado  Springs,  Colorado 

October  4-7,  1962 
The  Pacific  Coast  Fertility  Society 
Scottsdale,  Arizona 

October  10-13,  1962 

Southwest  Obstetrical  and  Gynecological 
Society 

Phoenix,  Arizona 

October  14-17,  1962 
American  Orthotics  and  Prosthetics 
Association 
Phoenix,  Arizona 

October  18-20,  1962 

Southwestern  Medical  Association 
Albuquerque,  New  Mexico 

October  20-21,  1962 
Southwestern  Dermatologic  Society 
Albuquerque,  New  Mexico 

October  28-30,  1962 

Colorado  Hospital  Association 
Colorado  Springs,  Colorado 

October  31-November  3,  1962 

Nevada  State  Medical  Association  Annual 
Meeting 

Las  Vegas,  Nevada 


T ENTH  ANNUAL  SCIENTIFIC  ASSEMBLY 
ARIZONA  ACADEMY  OF  GENERAL 
PRACTICE 

October  11-13, 1962 

Ramada  Inn 

Tucson,  Arizona 


MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 

Sixth  Annual  Meeting 

December  5-7,  1962 

Tucson,  Arizona 


AMERICAN  COLLEGE  OF  SURGEONS 
Sectional  Meeting 
January  21-23,  1963 
Hotel  Westward  Ho 
'<C"“  Phoenix,  Arizona 
Local  Chairman:  Dr.  MacDonald  Wood 

, ■ ■ v'jr 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 
BLAND  GIDDINGS,  M.D. 
GERALDINE  PACE,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


11 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Medical  Center  OC-l^atf  and  Clinical  iabcratwif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


AND 


PnjeAAfonal  'X-iZaij  and  Clinical  daboratcr^ 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F .A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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REAL  OPPORTUNITY  FOR  GENERAL  PRACTICE 

IN  TEMPE 

Just  completing  Doctor's  Clinic  for  immediate  occupancy. 

Adjoining  100  unit  apartment  project  for  the  elderly  and 
a shopping  center. 

Hundreds  of  families  in  new  houses  in  immediate  area. 


Has:  Large  waiting  and  reception  room;  2 exam  rooms  with 
lavatories;  laboratory  room;  rest  rooms;  business  and  recep- 
tion office;  large  private  consulting  office. 


CONTACT: 

James  J.  Cutler 
1300  West  Broadway 
Tempe,  Arizona 
Phone:  967-2673 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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PHARMACY  DIRECTORY 


A 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


C LASS  I F I E 


WANTED:  A research  investigator  to  evaluate  a 
cancer  serological  reaction.  300  tests  required. 
100  to  be  cancer  sera  separated  by  stages  and 
200  of  the  other  chronic  diseases,  acute  and 
pregnancy.  Also  an  investigator  to  evaluate  vac- 
cine for  cancer  prevention.  Investigational  use 
blank  signature  required.  Henry  G.  Hadley,  4601 
Nichols  Avenue,  SW,  Washington  24,  D.  C. 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

HILLCREST  MEDICAL  CENTER 

Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 

Phone  MA  3-7591 

• General  Medical 

• Orthopedic  ® Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hou/s  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Easfablished  1932" 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Pediatric  Allergy 

HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 

122  W.  McDowell  Rd.  PHOENIX,  ARIZONA 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


SURGERY 


RADIOLOGY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Beard  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


Tucson,  Arizona 

Office  Phone  M A 2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 


GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 


Phone  CRestwood  4-2081 


Phoenix,  Arizona 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  coll 


The  purest  water  available. 


AM  4-0221 

for 

FREE 

Home  Delivery 
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NEW  MEDICAL  SUITES 

Available  for  Lease  September  1,  1962 


Individual  930  sq.  ft.  of  finely  appointed  medically  designed 
offices  with  under  cover  parking  in  the  fastest  growing  area 
of  Northeast  Phoenix.  Minutely  detailed  to  requirements  of 
the  Medical  Profession,  this  is  an  outstanding  opportunity. 

Mr.  Ray  Morrison  Phone  264-0459 

M-Y  Development  Co.,  357  W.  Pierson,  Phoenix,  Arizona 


When  treatment  for 


is  indicated 

ANDROI 


IBI 


tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 


ANDROID 

Each  yellow  tablet  contains: 


Methyl  Testosterone 2.5  mg. 

Thyroid  Ext.  (1/6  gr.) 10  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


ANDROID -H.P. 

(High  Potency) 

Each  orange  tablet  contains: 


Methyl  Testosterone 5 mg. 

Thyroid  Ext.  (1/2  gr.) 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

(BRtiffnt  THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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MEDICAL  ASSOCIATION 


UNITED  STATES  AND  MEXICO 


Volume  19  Number  8 

August,  1962 


U.C.  MEDICAL  CENTER  LIDS, ARY  ' • 

?r- 

>h, 

AUG  23  1962 

ip- 

San  Francisco,  22 

- ith 

s a 
^..ent. 

In  this  issue: 


The  Endocrine  Glands  and  Aging 


Pulvules® 
Suspension 
Pediatric  Pulvules 

Co-Puronil 

(pyrrobutamine  compound,  Lilly) 


Each  Pulvule  contains  Pyronil®  (pyrrobutamine,  Lilly),  15  mg.; 
Histadyl®  (methapyrilene  hydrochloride,  Lilly),  25  mg.;  and 
Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly), 
12.5  mg.  Each  pediatric  Pulvule  or  5-cc.  teaspoonful  of  the 
suspension  contains  half  of  the  above  quantities.  This  is  a 
reminder  advertisement.  For  adequate  infor- 
mation for  use,  please  consult  manufacturer's 
literature.  Eli  Lilly  and  Company,  Indianapolis 
6,  Indiana. 
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Edward  H.  Rynearson,  M.D. 


Medical-Religious  Liaison 
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WHEN  BISCOMFORTS  MOUNT  WITH  THE  POUEN  COUNT 

BENADRVI 

antihistaminic-antispasmodic 

RELIEVES  SYMPTOMS  OF  HAY  FEVER 

BENADRYL  provides  effective  dual  action  to  help  control 
the  allergic  attack. 

Antihistaminic  action:  A potent  antihistaminic, 
BENADRYL  breaks  the  cycle  of  allergic  response,  bringing 
relief  of  nasal  congestion,  sneezing,  lacrimation,  and  pruritus. 
Antispasmodic  action:  Because  of  its  inherent  atropine-like 
properties,  BENADRYL  affords  relief  of  bronchial  spasm. 

BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is 
available  in  a variety  of  forms  including:  Kapseals,®  50  mg.;  Capsules,  25  mg.; 
Emplets®  (enteric-coated  tablets),  50  mg.;  in  aqueous  solutions:  1-cc.  Ampoules, 
50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per 
4 cc.;  Cream,  2%;  and  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with 
25  mg.  ephedrine  sulfate. 

This  advertisement  is  not  intended  to  provide  complete  information  for  use. 
Please  refer  to  the  package  enclosure,  medical 
brochure,  or  write  for  detailed  information  on 
indications,  dosage,  and  precautions.  93162 


PARKE-DAVIS 


PARKE.  DAVIS  A COMPANY.  Detroit  33.  Michigan 
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SP/ay  8'xlS  pr.0mpt’  dependab,e  decongestion  of  the  nasal  membranes  for  fast  symptomatic 
'e  h0f  hay  fever-  The  first  spray  shrinks  the  turbinates,  restores  nasal  ventilation  and  stops  mouth 

rhinorr'hea  ^reduce!?  3 ^ mmUteS  later’  improves  sinus  ventilation  and  drainage.  Excessive 

NTZ  is  m°re  than  a simple  vasoconstrictor.  It  contains  Neo-Synephrine®  HCI  0.5% -the  efficacy  of 
,'S  une)<ce|led-to  shrink  nasal  membranes  and  provide  inner  space;  Thenfadil®  HCI  0.1%  for 
potent  topical  antiallergic  action;  and  Zephiran®  Cl  1:5000  (antibacterial  wetting  agent)  to  promote 

does  noTharmtrespkato^et/ssues°m':,0nentS  *°  aCCeSSiWe  "asal  NTZ  is  We"  tolera,ed  and 

nasal  ®pray  als°  provides  decongestive  relief  for  head  colds,  perennial  rhinitis  and  sinusitis 
Supplied  in  leakproof,  pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 


helps  hay  fever  patients 
forget  the  “season” 
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Nasal  Spray 

P e (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine)  and  Zephiran  chloride  (brand  of  benzalkonium  chloride,  refined) 
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completes 
82%  of  its 
diuretic 
effect 
in  just 
6 hours- 
96% 
in  12!* 


benzthiazide, 

Robins 


convenient 

Fast-acting  NaClex  spares  your  patient  the 
inconvenience  of  long,  drawn-out  diuresis. 
Taken  in  the  morning,  or  by  early  afternoon,  it 
completes  desired  water  loss  before  bedtime. 

persevering 

Although  fluid  excretion  returnsto  nearly 
normal  12  hours  after  one  NaClex  tablet, 
the  excretion  of  sodium  and  chloride 
ions  continues  above  control  values 
for  24  hours  or  more. 


versatile 

Also  an  effective  antihypertensive  agent, 
NaClex  can  be  used  alone  in  mild 
hypertension  or  used  to  potentiate 
other  hypotensive  drugs.  Since 
patients  seldom  develop  a toleran 
to  NaClex,  it  can  often  be  used  with 
continuing  efficacy  in  the  long-term 
ancillary  treatment  of  congestive 
heart  failure,  hypertension,  or  obesity 


*R.  V.  Ford:  Cur.  Ther.  Research, 
2:51.  1960. 


A.  H.  Robins  Co.,  Inc. 
Richmond,  Virginia 


reassuring 

Prompt  fluid  and  weight  losses  with 
NaClex  encourage  your  patients, 
promote  confidence  and  cooperation. 
NaClex  often  allows  a more  liberal 
dietary  salt  intake  for 
selected  patients. 


Each  NaClex  tablet  contains 
benzthiazide,  50  mg. 
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nix); William  B.  Steen,  M.D.,  Consulting  Co-Chairman 
(Tucson). 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1962-63  Board  Members 


President  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Ave.,  Safford,  Arizona 

President-Elect  Mrs.  Clare  W.  Johnson  (Mary  Ann) 


318  West  Lawrence  Road,  Phoenix  13,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Student  Nurse  Loan  Fund. Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 


1st  Vice  President Mrs.  Max  Costin 

(Organization  and  Membership  Chairman) 

2648  E.  Fourth  Street,  Tucson,  Arizona 


2nd  Vice  President Mrs.  Thomas  Rowley  (Barbara) 

(Program  Chairman) 

114  South  Miller  Street,  Mesa,  Arizona 

Treasurer  Mrs.  Joseph  L.  Bonnet  (Lorene) 

415  E.  Ocotillo  Rd.,  Phoenix  12,  Arizona 

Recording  Secretary  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Safford,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Yuma,  Arizona 

Director  (2  years) Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 


COUNTY  PRESIDENTS  - 1962-63 

Cocoino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Gila  County Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Maricopa  County Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Pima  County Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Yavapai  County Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Betty) 

701  8th  Avenue,  Yuma,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1962-63 

American  Medical  Education  Fund.  .Mrs.  C.  Selby  Mills  (Vivian) 
1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 

Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Convention  To  be  announced 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Y’uma,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Health  Careers Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health Mrs.  William  E.  Bishop  (Marion) 

211  S.  3rd  Street,  Globe,  Arizona 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 
99  West  Northview,  Phoenix,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDAS  DE 
NORTEAMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  « Dr.  Juan  E.  Fonseca 

601  N.  Wilmot,  Tucson,  Arizona 

President-Elect  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

Vice-President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Secretary  for  the  United  States Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Exec.  Secy  for  United  States  Mr.  Byron  Browder 

3008  E.  6th  St.,  Apt.  D.,  Tucson,  Arizona 

Exec.  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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Just  Ready!  Kline  & Lehmann—  Just  Published! 


Finneson  — 


Handbook  of  Psychiatric  Treatment 
in  Medical  Practice 


Diagnosis  and  Management 
of  Pain  Syndromes 


A Storehouse  of  Practical  Advice  for  the  Non- 
psychiatrist on  Handling  the  Psychiatric  Pa- 
tient! In  simple  everyday  language,  this  new  book 
tells  you  why  it  is  often  preferable  for  the  average 
psychiatric  patient  to  be  treated  by  his  family  doctor 
rather  than  by  a psychiatrist.  The  authors  tell  you 
when  to  refer  a patient;  which  patients  you  should 
not  treat  ( arsonists , addicts,  homicidal  patients, 
exhibitionists)  and  why.  Here  is  only  a sample  of 
the  problems  for  which  you’ll  find  satisfying  an- 
swers: How  much  psychiatry  does  the  medical  prac- 
titioner need  to  know ? Which  neurotics  should  you 
treat?  What  is  the  prognosis  for  psychiatric  pa- 
tients? Do  you  have  time  to  do  psychotherapy? 
What  are  the  factors  in  selecting  a psychopharma- 
ceutical?  What  are  the  stigmata  of  impending  sui- 
cide? How  to  diagnose  anxiety?  A special  12-page 
section  lists  dosage  schedules  for  all  useful  psycho- 
pharmaceuticals. 

By  Nathan  S.  Kline,  M.D.,  F.A.C.P.,  Rockland  State  Hospi- 
tal, Orangeburg,  N.Y.;  Department  of  Psychiatry,  Columbia 
University  College  of  Physicians  and  Surgeons;  and  Heinz  Leh- 
mann, M.D.,  Verdun  Protestant  Hospital,  Montreal;  Department 
of  Psychiatry,  McGill  University  Faculty  of  Medicine.  About 
114  pages,  6'"x9J4,,•  About  $3.50.  New — Just  Ready! 


A Concise  and  Well  Illustrated  Guide  to  Han- 
dling Those  Pain  Syndromes  You  Meet  in  Daily 
Practice!  For  each  painful  sensation  — ranging 
from  headache  to  intractable  pain  due  to  cancer — 
the  author  describes  location  and  nature,  differen- 
tial diagnosis,  pathophysiology  and  management. 
Drug  therapy,  physical  therapy,  major  and  minor 
surgery  are  all  covered.  Dr.  Finneson  begins  with 
a comprehensive  discussion  of  the  anatomic  and 
physiologic  nature  of  pain,  covering  both  its  phys- 
ical and  psychologic  effects.  Effective  management 
is  then  described  and  illustrated  for  such  specific 
problems  as:  Facial  pain — Low-back  pain  and  sci- 
atica— Visceral  pain  of  the  chest  and  abdomen — 
Neck  pain  and  cervicobrachial  neuralgia  — Pelvic 
and  perineal  pain — Peripheral  vascular  pain — Cau- 
salgia,  painful  scars  and  post-infection  neuralgia.  A 
few  of  the  many  practical  discussions  include:  Toxic 
reactions  to  drugs — Surgery  for  trigeminal  neuralgia 
— Traction  for  acute  cervical  pain — Treatment  of 
phantom  limb  pain — etc. 

By  Bernard  E.  Finneson,  M.D.,  F.A.C.S.,  Neurosurgeon,  The 
Episcopal  Hospital,  Philadelphia.  261  pages,  6l/2 "x9}£",  166  illus- 
trations. $8.50  New — Just  Published  l 


New  (2nd)  Edition!  By  Paul  Williamson,  M.D. 
Office  Procedures 


Hundreds  of  Common  Sense  Procedures  to 
Help  Make  Diagnosis  Easier  but  More  Accurate, 
to  Help  Make  Treatment  Simpler  but  More 
Effective!  This  time-saving  book  gives  you  precise 
descriptions  on  how  to  perform  such  procedures  as 
cauterization  of  the  cervix,  proctoscopy,  hearing 
tests,  repair  of  wounds,  office  anesthesia.  Dr.  Wil- 
liamson tells  you  how  to  use  the  instruments  and 
equipment  you  have  to  best  advantage  and  how  to 
improvise  when  necessary  with  common  articles 
like  hairpins,  paper  clips,  and  coat  hangers.  For 
this  edition  new  sections  are  incorporated  on  office 
psychiatry  and  on  management  of  geriatric  pa- 
tients. Among  the  score  of  other  important  changes 
are:  a new  section  on  examination  of  the  newborn 
— new  material  on  radiologic  examination  of  frac- 
tures of  the  limbs — new  office  tests  for  hiatal  hernia 
of  the  esophagus  — expansion  of  the  section  on 
physical  therapy  — coverage  of  disorders  of  the 
breast  in  the  section  on  minor  surgery. 

By  Paul  Williamson,  M.D.  Illustrated  by  Ann  Williamson. 
About  460  pages,  S^xlOJ^",  1090  illustrations.  About  $13.50. 

New  (2nd)  Edition — Ready  September  I 


Mail  Coupon  Below! 

I 

j Order  frofn 

I W.  B.  SAUNDERS  COMPANY 

j West  Washington  Square  Philadelphia  5 
Please  send  when  ready  and  bill  me: 

□ Kline  & Lehmann’s  Psychiatric  Treatment 
in  Medical  Practice,  about  $3.50 

□ Finneson's  Diagnosis  & Management  of 
Pain  Syndromes,  $8.50 

| □ Williamson’s  Office  Procedures,  about 

$13.50 

! Name 


Address 

SJG  8-62 
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Kent’s  development  of  the  “Micronite”  filter 
revolutionized  the  cigarette  industry.  Shortly 
after  introduction  of  Kent  with  its  famous 
filter,  the  swing  to  filter  cigarettes  got  started 
in  earnest.  And  no  wonder.  Kent  with  the 
“Micronite”  filter  refines  away  harsh  flavor, 
refines  away  hot  taste,  makes  the  taste  of  a 
cigarette  mild  and  kind. 


Yes,  Kent  is  kind-tasting  to  your  taste 
buds,  kind-tasting  to  your  throat.  Your  taste 
buds  become  clear  and  alive  with  Kent. 

• • • 

Your  taste  buds  will  tell  you  why 
you’ll  feel  better  about  smoking 
with  the  taste  of  Kent. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 

© I 96  I P LORILLARD  CO. 
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Arizona  Medical  Association  Reports 

Board  of  Directors 


Meeting  of  the  Board  of  Directors,  The  Ari- 
zona Medical  Association,  Inc.,  Sunday,  May  27, 
1962: 

AD  HOC  COMMITTEE  FOR  LIAISON 
WITH  ARIZONA  STATE  INSURANCE 
COUNCIL 

Joint  Committee:  Arizona  Medical  Association, 

Arizona  Health  Insurance  Council,  Arizona 
Hospital  Association 

Dr.  John  R.  Schwartzman,  Chairman  of  the 
Ad  Hoc  Committee  for  Liaison  with  Arizona 
State  Insurance  Council,  reported  on  the  Ad 
Hoc  Committee’s  meeting  with  the  Arizona 
Health  Insurance  Council  and  the  Arizona  Hos- 
pital Association  which  was  held  January  24, 
1962,  at  the  Hotel  Westward  Ho,  Phoenix.  Drs. 
Donald  A.  Poison  and  John  J.  Cogland  were 
also  present. 

The  purpose  and  aims  of  the  Health  Insurance 
Council  were  reviewed.  It  was  pointed  out  that 
the  primary  objective  of  the  Council’s  activity 
was  to  help  perpetuate  the  voluntary  system  of 
medical  care.  It  was  indicated  that  there  was  an 
absolute  need  for  close  association  and  coopera- 
tion between  the  private  insurance  carriers,  the 
hospitals,  and  the  private  practice  of  medicine. 
Results  of  the  meeting  were  outlined  as  follows: 

1.  That  there  be  a study  and  review  of  the 
H.I.C.  standard  forms  for  reporting  illnesses  and 
accidents. 

2.  That  there  be  consideration  of  establishing 
review  committees  on  perhaps  a county  level, 
particularly  in  Maricopa  and  Pima  Counties. 
The  committees  would  handle  problems  in 
health  insurance  that  involve  insurance  com- 
pany services,  doctor’s  charges,  hospital  services 
and  charges,  and  a mechanism  for  properly 
adjudicating  proper  fees  and  services  questioned 
by  one  or  the  other  party. 

3.  That  there  was  an  absolute  need  for  an 
educational  program  for  stating  insurance,  hos- 
pital and  medical  service  referable  to  coopera- 
tive utilization  of  such  a review  committee, 
making  available  mechanisms  whereby  Griev- 
ance Committee  action  need  not  be  invoked  to 
settle  differences. 

4.  That  the  Ad  Hoc  Committee  be  made  a 
permanent  committee  for  liaison  and  coopera- 


MINUTES  — MAY  27,  1962 

tion  with  the  state  insurance  and  hospital  com- 
mittees in  the  H.I.C. 

In  summary,  the  Ad  Hoc  Committee  feels 
that  there  is  much  merit  inherent  in  the  desire 
of  insurance  and  hospital  groups  to  correlate 
with  medicine,  offering  organized  medicine  a 
chance  of  directing  its  solution  of  problems  with 
the  other  two  groups  in  private  practice  as  it 
embraces  health  insurance.  It  is  strongly  urged 
that  the  Association,  through  the  Board  of  Di- 
rectors, take  action  to  implement  the  outlined 
results  and  to  further  coordinate  efforts  between 
the  various  groups  as  representative  members 
of  the  Health  Insurance  Council. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr. 
Jesse  D.  Hamer,  and  unanimously  carried,  that 
the  Association  accept  the  recommendations  as 
set  forth  and  that  it  establish  permanent  liaison 
(with  the  insurance  companies  and  hospitals) 
with  emphasis  on  developing  review  committees 
in  Pima  and  Maricopa  Counties,  the  heavily- 
populated  counties,  also  that  similar  committees 
could  be  formed  in  the  less  populated,  outlying 
counties  or  areas  if  they  so  desire,  and  further, 
that  the  Ad  Hoc  Committee  continue  as  a liaison 
group. 

As  suggested  by  Dr.  Clarence  E.  Yount,  Jr.,  it 
was  moved  by  Dr.  Steen,  seconded  by  Dr.  Leslie 
B.  Smith,  and  unanimously  carried  that  the  Ad 
Hoc  Committee  of  Drs.  Cogland,  Poison  and 
Schwartzmann  be  continued  on  a permanent 
basis.  Dr.  Schwartzman  agreed  to  remain  as 
chairman  following  appointment  and  Board  ap- 
proval for  the  continuation  of  the  current  com- 
mittee for  1962-63. 

COMMITTEE  MEMBERSHIP 
APPOINTMENTS 

Standing  Committees  were  appointed  as 
shown  on  listed  page,  ARMA  Directory,  Page  5. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Financial  Report,  1962  Annual  Meeting 

The  Treasurer,  Dr.  Arthur  V.  Dudley,  Jr.,  re- 
viewed the  receipts  and  expenditures  of  the  1962 
annual  meeting.  Generally,  most  receipts  having 
been  received  and  expenditures  made,  the  As- 
sociation will  realize  an  excess  estimated  to  be 
approximately  $1,500. 
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Arizona  Medical  Association  Reports 

Budgetary  Adjustments  — 1962 

Dr.  Dudley  reviewed  in  detail  several  bud- 
geted items  for  which  a revision  appears  to  be 
necessary.  Some  items  were  overestimated, 
others  underestimated. 

The  cost  of  legal  counsel  was  discussed  at 
length. 

It  was  moved  by  Dr.  Jarrett,  seconded  by  Dr. 
Tuveson,  and  unanimously  carried  that  the  As- 
sociation ask  counsel  for  an  estimate  of  legal 
costs  for  the  remainder  of  the  calendar  year 
1962  as  applied  to  the  drafting  of  the  Medical 
Practice  Act  specifically,  and  for  legal  services 
in  general,  reminding  counsel  that  the  Associa- 
tion is  prohibited  by  its  by-laws  from  exceeding 
the  approved  budget  for  the  year. 

Relative  to  legal  fees,  it  was  noted  that  counsel 
had  indicated  that  he  was  preparing  a new 
contract  based  on  a new  procedure  for  arriving 
at  legal  fees  for  the  Association. 

House  Resolutions  Nos.  11  and  12 

It  was  noted  that  the  Reference  Committee 
of  the  House  of  Delegates  in  the  1962  annual 
meeting  referred  Resolutions  Nos.  11  and  12 
to  the  Roard  of  Directors  for  consideration,  in- 
asmuch as  implementation  would  call  for  a con- 
siderable expenditure  of  monies  not  incorpo- 
rated within  the  framework  of  the  1962  budget. 
These  resolutions,  by  previous  Roard  action, 
were  referred  to  the  Professional  Committee  for 
review  and  recommendation.  No  further  action 
at  this  time  is  indicated. 

INDUSTRIAL  RELATIONS 
COMMITTEE 

Guide  for  Permanent  Disability  Evaluation 
Dr.  Tuveson  touched  briefly  upon  the  sig- 
nificance of  the  booklet,  “Guide  for  Permanent 
Disability  Evaluation,”  compiled  by  the  North 
Carolina  Medical  Society  in  conjunction  with 
the  North  Carolina  Industrial  Commission  to 
the  physicians  of  that  state  in  rating  permanent 
disability  in  workmen’s  compensation  cases.  Dr. 
Tuveson  explained  that  he  had  forwarded  it 
hoping  that  it  might  prove  worthy  of  considera- 
tion by  this  Association’s  Industrial  Relations 
Committee. 

Regarding  the  booklet,  a letter  dated  May  11, 
1962  from  Dr.  John  Ricker,  Chairman  of  the 
Industrial  Relations  Committee,  was  read.  In 
summary,  he  stated  that  the  Committee  felt 
. . that  if  something  as  definite  as  this  guide 
were  put  into  the  fee  schedule  (of  the  State  of 
Arizona),  it  would  allow  for  little  or  no  flex- 


ibility in  determining  disability  ratings.”  Fur- 
ther, he  wrote:  “.  . . general  feeling  is  that  our 
present  method  is  satisfactory  and  should  not 
be  changed,  at  least  not  for  the  time  being.” 
LEGISLATIVE  COMMITTEE 
H.R.  4222  — King- Anderson  (87th  Congress)  — 
Report 

Dr.  Leslie  B.  Smith  reported  the  overall  prog- 
ress made  during  the  past  months  in  the  nation- 
wide effort  to  defeat  the  King-Anderson  meas- 
ure. Although  polls  reveal  a significant  advance 
in  feeling  for  medicine’s  stand,  there  appears 
to  be  a 50-50  chance,  at  present,  of  the  bill’s 
becoming  law.  Dr.  Smith  explained  that  many 
people  had  been  reached  through  the  Speaker’s 
Bureau  Resolutions  Committee.  He  compli- 
mented the  workers  for  their  zeal  and  recom- 
mended that  they  be  continued  as  a committee. 
The  financial  position  of  this  Association’s 
Speaker’s  Bureau  Resolutions  fund  was  reviewed, 
disclosing  that  although  the  donations  from  the 
membership  had  been  significant,  much  re- 
mained to  be  done. 

It  was  moved  by  Dr.  Paul  B.  Jarrett,  seconded 
by  Dr.  Dudley,  and  unanimously  carried,  that  a 
letter  be  sent  by  the  Board  of  Directors  to  the 
membership  stressing  that  our  records  list  the 
names  of  those  who  have  contributed;  that  we 
have  received  a sum  of  $4,000;  that  we  must 
continue  our  efforts  to  see  this  struggle  to  its 
conclusion;  and  strongly  urging  those  who  have 
not  contributed  to  do  so  at  once. 

It  was  then  moved  by  Dr.  Hermann  S.  Rhu, 
seconded  by  Dr.  Jarrett,  and  unanimously  car- 
ried, that  the  Speaker’s  Bureau  Resolutions  Com- 
mittee (Committee  on  National  Legislation)  be 
continued. 

Further  discussion  disclosed  that  proponents 
of  the  King-Anderson  bill  might  execute  a ma- 
neuver whereby,  if  this  bill  appears  to  be  losing 
ground  getting  out  of  the  Ways  and  Means 
Committee,  they  might  tack  it  onto  some  bill 
already  in  discussion  in  the  form  of  an  amend- 
ment. 

It  was  moved  by  Dr.  Robert  A.  Price,  sec- 
onded by  Dr.  Jarrett,  and  unanimously  carried 
that  the  Executive  Committee  be  authorized  to 
expend  whatever  monies  it  feels  are  necessary, 
but  within  the  budget  and  within  the  income 
from  the  latest  letter  of  appeal  for  funds. 

It  was  moved  by  Dr.  Leo  L.  Tuveson,  sec- 
onded by  Dr.  Jarrett,  and  unanimously  carried 
that  we  inform  the  press  that,  contrary  to  Presi- 
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dent  Kennedy’s  statement  that  many  doctors  are 
in  favor  of  the  King-Anderson  bill,  that  only  one 
Arizona  doctor  is  known  to  support  the  legis- 
lation and  that  the  Arizona  Medical  Association, 
Inc.,  supports  the  American  Medical  Association 
in  its  opposition  to  the  King-Anderson  bill. 
Santa  Barbara  County  Medical  Society  (Califor- 
nia) — Resolution  (Support  AM  A “Bauer” 
Resolution  ) 

The  Bauer  Resolution  and  a resolution  initi- 
ated by  the  Santa  Barbara  County  Medical  So- 
ciety of  the  State  of  California  (“RESOLUTION 
OF  NON-PARTICIPATION”)  were  read  and 
briefly  discussed.  No  action  was  taken. 
Louisiana  State  Medical  Society  — Resolution 
(Opposing  Socialized  Medical  Care) 

A resolution,  passed  by  the  Louisiana  State 
Medical  Society  (Opposing  Socialized  Medical 
Care)  was  read  and  discussed.  No  action  was 
taken. 

MEDICO-LEGAL  COMMITTEE 

Medical-Legal  Panel  — Report 
A letter  from  Dr.  Wallace  A.  Reed,  Chairman 
of  the  Medico-Legal  Committee,  reporting  the 
proceedings  and  results  of  a meeting  of  that 
committee  held  April  24,  1962,  was  read.  The 
committee  had  met  to  consider  the  feasibility 
of  adopting  a modification  of  the  so-called  “Pima 
Plan”  for  state-wide  use.  The  committee  recom- 
mends to  the  Board  that  malpractice  claims  be 
considered  by  local  grievance  or  existing  panels 
if  they  are  willing  to  accept  them;  further,  that 
the  idea  of  establishing  a panel  for  settlement  of 
malpractice  claims  on  a state-wide  basis  be  re- 
jected at  the  present  time. 

The  committee  also  recommended  that  items 
of  mutual  interest  to  lawyers  and  physicians  be 
included  in  the  program  of  the  annual  meeting 
of  the  Association,  and  that  lawyers  be  invited 
to  attend  and  participate  in  these  sessions; 
further,  that  a similar  arrangement  be  sought 
from  the  Bar  Association,  with  the  understanding 
that  each  Association  would  serve  as  host  in 
alternate  years. 

It  was  moved  by  Dr.  Rhu,  seconded  by  Dr. 
Jarrett,  and  unanimously  carried  that  the  report 
of  the  Medico-Legal  Committee  be  accepted. 

SCIENTIFIC  ASSEMBLY 
COMMITTEE 

1962  Annual  Meeting  — Guest: 

Guillermo  Soberanes,  M.D.  — Expenses 
A letter  from  Dr.  Soberanes  was  read  in 
which  he  thanked  the  Association  for  having  him 
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as  a guest  at  the  1962  Annual  Meeting.  Regard- 
ing expenses,  Doctor  Sobranes  stated  that  there 
were  no  reimbursable  items. 

COMMUNICATIONS 
AM  A Candidate  for  Presidency 

Copy  of  a letter  written  by  Dr.  Lindsay  E. 
Beaton  to  Dr.  Herman  A.  Dickel,  of  Portland, 
Oregon,  was  read.  Dr.  Dickel  had  requested 
support  from  Drs.  Beaton  and  Hamer,  ARMA’s 
delegates  to  the  AMA,  for  Dr.  Raymond  Mc- 
Keown  if  he  became  a candidate  for  the  presi- 
dency of  the  American  Medical  Association.  Dr. 
Beaton’s  letter  stated  that  he  would  be  bound 
by  any  instructions  from  the  Association  (ARMA) 
and,  therefore,  could  not  give  his  support  at  this 
time.  Dr.  Hamer  said  that  he,  too,  would  be 
bound  by  the  same  instructions. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr. 
Rhu,  and  unanimously  carried,  that  ARMA  con- 
tinue its  policy  of  not  instructing  its  Delegates 
to  the  American  Medical  Association  on  the 
election  of  officers. 

AMA  Department  of  Medicine  and  Religion  — 
Arizona  Pilot  State  for  Development 
of  Program 

Letter  from  the  Rev.  Dr.  Paul  B.  McCleave, 
Director,  Medicine  and  Religion,  American 
Medical  Association  and  Progress  Report  of  the 
newly-formed  department.  Reverend  McCleave 
stated  his  appreciation  of  Arizona’s  willingness 
to  serve  as  one  of  the  nine  pilot  states  in  de- 
veloping the  aims  of  the  program.  Pilot  pro- 
grams would  be  instituted  in  three  county  medi- 
cal societies  within  the  state.  He  further  re- 
quested the  Association’s  assistance  in  the  fol- 
lowing ways:  1.  To  establish  a new  committee 
or  direct  an  existing  committee  to  be  responsible 
for  activities  of  medicine  and  religion. 

2.  To  request  that  that  committee  select  three 
county  societies  in  which  trial  programs  may  be 
developed  in  the  fall  of  1962. 

a.  Each  county  should  represent  different 
types,  i.e.,  large-average-small,  or  industrial- 
rural-metropolitan,  etc.  b.  If  any  county  so- 
cieties have  done  programming,  it  is  suggested 
considering  their  selection  as  a pilot  county,  c. 
Each  of  the  selected  counties  appoint  a com- 
mittee as  being  responsible  for  the  program,  d. 
The  AMA  office  will  work  directly  with  the 
committee  on  these  initial  pilot  programs. 

It  was  moved  by  Dr.  Dudley,  seconded  by 
Dr.  Steen,  and  unanimously  carried,  that  Dr. 
Secrist  (Professional  Liaison  Committee)  be  ap- 
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pointed  to  form  a subcommittee. 

Missouri  State  Medical  Association  (Missouri)  — 
Resolution  (Council  on  Medical  Education 
and  Hospitals  — Membership) 

A resolution,  adopted  by  the  Missouri  State 
Medical  Association  House  of  Delegates,  dated 
March  19,  1962,  was  quoted  as  follows: 

“Resolved,  that  the  House  of  Delegates  of  the 
Missouri  State  Medical  Association  recommend 
to  the  Delegates  to  the  American  Medical  As- 
sociation from  Missouri  that  at  the  next  annual 
session  of  the  American  Medical  Association  they 
introduce  and  support  a resolution  changing  the 
membership  of  the  Council  on  Medical  Educa- 
tion and  Hospitals  so  that  no  new  university 
personnel  be  elected  to  the  Council  until  a ratio 
of  six  non-university-connected  members  to  four 
university  or  faculty  practitioners  is  established 
and  this  ratio  be  maintained  by  any  future  elec- 
tions to  the  Council  . . . and  that  the  House  of 
Delegates  of  the  AMA  instruct  the  Council  on 
Medical  Education  and  Hospitals  of  its  desires 
to  perpetuate  postgraduate  programs  of  medical 
education  in  institutions  not  necessarily  affili- 
ated with  medical  schools  so  as  to  maintain  a 
large  degree  of  diversification  in  the  field  of 
postgraduate  medical  education.” 

It  was  moved  by  Dr.  Leslie  B.  Smith,  sec- 
onded by  Dr.  Rhu,  and  unanimously  carried  that 
this  Association’s  Delegates  to  the  AMA  be 
instructed  to  favor  the  Missouri  Resolution. 
Arizona  State  Department  of  Health  — 

Taped  Heart  Sounds  — Diagnostic 
A letter  was  read  from  Lloyd  M.  Farner,  M.D., 
Commissioner  of  Arizona  State  Department  of 
Health,  relative  to  an  attached  reprint,  entitled 
“The  Detection  of  Heart  Disease  in  Children  — 
Results  of  a Mass  Field  Trial  with  Use  of  Tape- 
Recorded  Heart  Sounds.”  Dr.  Farner  forwarded 
this  information  suggesting  the  possibility  of  a 
plan  for  Arizona  whereby  a group  of  10,000 
school  children  could  be  checked  in  this  manner 
as  a demonstration  and  study.  Further,  he  would 
appreciate  consideration  of  the  Association  as 
to  the  value  of  such  a demonstration  for  which  a 
report  of  the  project  would  be  submitted. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr. 
Jarrett,  and  unanimously  carried,  that  this  mat- 
ter be  referred  to  the  Professional  Committee  for 
review  and  report. 

Arizona  State  Department  of  Health  — 

Detection  of  Glaucoma 

Letter,  dated  May  23,  1962,  from  Dr.  Lloyd 


Farner,  Commissioner,  Arizona  State  Depart- 
ment of  Health,  relating  to  his  department’s 
multi-screening  program  for  the  detection  of 
glaucoma.  Further,  the  Department  of  Health 
would  like  to  re-establish  the  service  in  areas 
outside  Phoenix,  if  approved  by  the  Medical 
Association,  as  a component  of  the  screening 
and  referral  program  for  detection  of  chronic 
diseases.  A consultant’s  fee  is  expected  to  be 
provided  by  his  department.  The  Department 
of  Health  is  prepared  to  meet  with  representa- 
tives of  the  Association  to  establish  a suitable 
plan  for  the  project. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr. 
Jarrett,  and  unanimously  carried,  that  the  matter 
of  the  detection  of  glaucoma  be  referred  to  the 
Professional  Committee  for  review  and  report. 
Womans  Auxiliary  to  The  Arizona  Medical 
Association—  Mental  Health  Program 
Letter  dated  May  24,  1962,  from  Mrs.  Ian  M. 
Chesser,  Presiding  Officer  for  the  32nd  Annual 
Convention  of  the  Woman’s  Auxiliary  to  The 
Arizona  Medical  Association,  Inc.,  states  the 
Auxiliary’s  declared  intention  of  exploring  the 
possibilities  of  expanding  activities  in  the  mental 
health  field;  further,  they  request  wise  counsel 
in  this  regard  from  the  Arizona  Medical  Associ- 
ation, Inc.  Mrs.  Chesser  requests  that  any  reply 
be  directed  to  Mrs.  Frederick  Knight,  President. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr. 
Jarrett,  and  unanimously  carried,  that  this  mat- 
ter be  referred  to  the  Subcommittee  on  Mental 
Health  of  the  Professional  Committee. 

Woman’s  Auxiliary  to  the  Arizona  Medical 
Association  — Student  Nurse  Loan  Fund  — 
Expansion  to  Include  Allied  Careers 
Letter  dated  May  22,  1962,  from  Mrs.  Ian  M. 
Chesser,  Past  President,  Woman’s  Auxiliary  to 
the  Arizona  Medical  Association,  Inc.,  states  a 
recommendation  arising  from  that  organization’s 
32nd  Annual  Convention  that  the  Student  Nurse 
Loan  Fund  be  opened  to  students  of  Allied 
Careers,  pending  approval  of  the  Arizona  Medi- 
cal Association,  standards  for  such  loans  to  be 
set  by  the  Loan  Fund  Committee;  further,  Mrs. 
Chesser  states  that  they  feel  the  financial  con- 
dition of  their  Loan  Fund  is  capable,  at  the 
present  time,  of  expanding  to  include  the  afore- 
said allied  careers. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr. 
Baldwin,  and  unanimously  carried,  that  we  ac- 
cept the  Woman’s  Auxiliary  report  and  give  them 
our  blessing. 
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Arizona  Hospital  Association  — Correlation 
of  Outpatient  Charges  with  Industrial 
Commission 

Letter  dated  May  23,  1962,  from  Roland  W. 
Wilpitz,  President,  Arizona  Hospital  Associa- 
tion, states  The  Arizona  Hospital  Association’s 
desire  to  correlate  its  request  for  increase  in 
outpatient  charges  to  the  Industrial  Commission 
with  the  Arizona  Medical  Association.  Also,  it 
would  appreciate  notification  of  any  contem- 
plated change  or  requests  that  may  go  to  the 
Commission  from  this  organization  in  the  near 
future. 

It  was  moved  by  Dr.  Jarrett,  seconded  by 
Dr.  Tuveson,  and  unanimously  carried,  that  the 
Board  refer  this  matter  to  the  Industrial  Rela- 
tions Committee  for  review  and  report. 

Arizona  Zoological  Society  — 

Zoological  Park 

Mrs.  Robert  E.  Maytag,  President,  Arizona 
Zoological  Society,  in  letter  dated  May  22,  1962, 
thanked  the  Association  for  considering  the  plans 
for  the  zoological  park  now  under  construction, 
expressing  her  disappointment  at  the  lack  of 
support  or  endorsement  by  this  Association. 
She  stated,  further,  that  another  year  might 
provide  “proof  of  the  pudding”  as  to  her  or- 
ganization’s cause. 

OTHER  BUSINESS 
AM  A 1962  Annual  Meeting  — Designation 
Arizona  Representation 

As  previously  authorized,  it  was  determined 
that  the  Association’s  two  Delegates  to  the  AMA, 
the  Constitutional  Secretary,  the  President-Elect, 
and  the  Executive  Secretary  attend  the  1962 
Annual  Meeting  of  AMA,  representing  this  As- 
sociation at  its  expense. 

Arizona  AMP  AC  — Organization 

The  structure  of  the  National  AMPAC  was 
discussed,  with  suggestions  and  recommenda- 
tions emanating  from  the  National  AMPAC’s 
headquarters  as  to  desirable  methods  of  form- 
ing an  Arizona  AMPAC.  Three  names  were  sug- 
gested as  possibilities  to  serve  as  President,  and 
Secretary-Treasurer,  the  two  principal  officers 
of  a proposed  State  group;  they  are:  Drs.  Derrill 
B.  Manley,  W.  Shaw  McDaniel,  and  William 
E.  Ragsdale,  Jr. 

It  was  moved  by  Dr.  Leslie  B.  Smith,  sec- 
onded by  Dr.  Jarrett,  and  unanimously  carried, 
that  the  Board  approve  appointment  of  any  of 
the  three  doctors  suggested  at  the  discretion  of 
and  appointment  by  our  President. 
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It  was  moved  by  Dr.  Leslie  B.  Smith  that  the 
Arizona  Medical  Association,  Inc.,  offer  a loan 
of  $500  to  the  proposed  Arizona  AMPAC  to 
help  it  defray  initial  expenses.  The  loan  to  be 
for  a period  of  six  months,  subject  to  recon- 
sideration at  that  time.  The  motion  was  sec- 
onded by  Doctor  Rhu  and  carried. 

Highway  “66”  Accident  Investigation 
Program  — Inspecting  Stations 

Dr.  Jarrett  moved,  Dr.  Leslie  B.  Smith  sec- 
onded, that  relative  to  the  Highway  “66”  pro- 
gram for  the  establishment  of  inspection  sta- 
tions and  the  investigation  of  accidents,  which 
is  going  to  be  instituted  beginning  June  15, 
1962  and  at  the  reguest  of  the  Superintendent  of 
the  Arizona  Highway  Patrol,  this  Association 
endorse  this  program  as  a permanent  action. 
Carried  unanimously. 

Charles  E.  Henderson,  M.D. 

Secretary 

HOUSE  OF  DELEGATES 
RESUME' 

Meeting  of  the  House  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.,  held  in  the 
Convention  Center  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  Friday,  April  27,  1962,  Paul  B. 
Jarrett,  M.D.,  Speaker  of  the  House,  presiding. 
ELECTION  OF  OFFICERS 

The  following  officers  were  elected  for  a term 
of  one  year: 

President-elect,  William  B.  Steen,  M.D.;  Vice 
President,  W.  Albert  Brewer,  M.D.;  Secretary, 
Charles  E.  Henderson,  M.D.;  Treasurer,  Arthur 
V.  Dudley  Jr.,  M.D.;  Speaker  of  the  House,  Paul 
B.  Jarrett,  M.D.;  Editor-in-Chief,  Darwin  W. 
Neubauer,  M.D.;  Delegate  to  AMA,  Lindsay 
E.  Beaton,  M.D.  (1963-64),  and  Alternate  Dele- 
gate to  AMA,  Arnold  H.  Dvsterheft,  M.D.  (1963- 
64). 

REFERENCE  COMMITTEE  ON 
AMENDMENTS 

There  was  no  report  of  the  Reference  Com- 
mittee on  Amendments  as  no  amendments  were 
presented. 

REFERENCE  COMMITTEE  ON 
RESOLUTIONS 

Report  of  the  Reference  Committee  on  Reso- 
lutions as  deleted  and  amended  was  adopted 
with  the  following  actions  taken  on  motions 
regularly  made  and  carried. 

1.  Ambulatory  Treatment  Plans,  Follow-up 
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Treatment,  Civil  Commitment  of  Drug  Addicts, 
Rehabilitation  and  Dissemination  of  Factual 
Information  on  Narcotic  Addiction. 

WHEREAS,  the  American  Medical  Associa- 
tion and  the  American  Bar  Association  have  had 
committees  studying  the  problem  of  narcotic 
drug  addiction,  and 

WHEREAS,  successful  and  humane  with- 
drawal of  individuals  addicted  to  narcotics  in 
the  United  States  necessitates  constant  control 
under  conditions  affording  a drug  free  environ- 
ment, and  always  requires  close  medical  super- 
vision, and 

WHEREAS,  the  successful  treatment  of  nar- 
cotic addicts  in  the  United  States  requires  ex- 
tensive post-withdrawal  rehabilitation  and  other 
therapeutic  services, 

BE  IT  RESOLVED,  that  the  Arizona  Medi- 
cal Association  expresses  the  opinion  that  main- 
tenance of  stable  dosage  levels  in  individuals 
addicted  to  narcotics  is  generally  inadequate  and 
medically  unsound  and  that  ambulatory  clinic 
plans  for  the  withdrawal  of  narcotics  from  ad- 
dicts are  likewise  generally  inadequate  and 
medically  unsound,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ari- 
zona Medical  Association  delegates  to  the  Ameri- 
can Medical  Association  be  instructed 

( a ) to  oppose  the  development  of  such  ambu- 
latory treatment  plans,  and 

(b)  to  support 

(1)  after  complete  withdrawal,  follow-up 
tretatment,  including  that  available  at  rehabilita- 
tion centers, 

(2)  measures  designed  to  permit  the  com- 
pulsory civil  commitment  of  drug  addicts  for 
treatment  in  a drug  free  environment, 

(3)  the  advancement  of  methods  and  meas- 
ures towards  rehabilitation  of  the  addict  under 
continuing  civil  commitment,  and 

(4)  the  establishment  of  methods  for  the  dis- 
semination of  factual  information  on  narcotic 
addiction  to  the  members  of  the  medical  pro- 
fession. 

The  Reference  Committee  recommended  that 
no  action  be  taken  on  Resolution  No.  1,  in  that 
a resolution  relative  to  the  narcotic  problem  has 
been  adopted  by  the  United  States  Bureau  of 
Naroctics,  the  National  Research  Council  and 
the  Council  on  Mental  Health  of  the  American 
Medical  Association.  This  resolution  will  be 
released  within  two  weeks  and  will  be  much 
more  acceptable  to  the  medical  profession. 


This  portion  of  the  Committee’s  report  was 
adopted. 

2.  Annual  Membership  Dues 

WHEREAS,  more  demands  are  being  placed 

on  the  Arizona  Medical  Association  to  represent 
the  individual  doctors  on  a State  and  National 
Legislative  basis,  and 

WHEREAS,  without  this  representation,  the 
doctors  of  medicine  may  lose  the  close  doctor- 
patient  relationship  which  now  exists  through 
the  gradual  and  insidious  socialization  of  medi- 
cine, and 

WHEREAS,  due  to  the  increased  cost  of 
doing  business  in  the  last  several  years  and  the 
additional  demands  placed  upon  the  Association 
by  the  Board  of  Medical  Examiners,  and 

WHEREAS,  in  the  past  nine  months,  the 
Association  suffered  a net  decrease  in  cash 
position  of  $76,364.04,  and  under  the  present 
new  structure  can  expect  a total  decrease  of 
cash  position  in  the  period  from  April  1,  1961 
to  the  period  of  December  31,  1962  of  $81,896.04, 
and 

WHEREAS,  Henry  and  Horne,  Certified  Pub- 
lic Accountants,  have  advised  the  Association 
that  we  are  in  a precarious  position  as  a result 
of  loss  of  reserve  capital, 

THEREFORE  BE  IT  RESOLVED,  that  the 
dues  of  the  Arizona  Medical  Association  be 
raised  to  $125  per  year;  $110  to  be  allocated  to 
the  General  Fund  and  $5.00  to  Arizona 
Medicine,  and  the  remaining  $10  to  AMEF,  or 
Student  Loan  Fund,  or  other  charities  as  de- 
termined by  the  House  of  Delegates. 

The  Reference  Committee  recommended  that 
the  dues  for  1963  be  set  at  $105  per  active  mem- 
ber. It  also  recommended  that  the  proposed 
budget  be  referred  to  the  Board  of  Directors 
for  review  and  that  the  board  reduce  various 
appropriations  in  the  budget  by  ten  per  cent  or 
more  wherever  it  may  deem  practical.  The  re- 
port of  the  Reference  Committee  was  further 
amended,  that  the  $10  per  member  contribution 
to  AMEF  during  the  calendar  year  1962  revert 
to  the  general  fund  of  the  Association  and  not 
be  paid  to  AMEF. 

It  was  moved  and  carried  that  the  report  of 
the  committee  as  amended  be  adopted. 

3.  American  Medical  Association  Representa- 
tive of  Practicing  Physicians  of  this  Country 

WHEREAS,  there  have  been  within  recent 
months  many  statements  circulated  in  the  lay 
press  to  the  effect  that  the  American  Medical 
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Association  does  not  represent  the  majority  of 
practicing  physicians  in  this  country  in  certain 
of  its  public  stands,  and 

WHEREAS,  the  American  Medical  Associa- 
tion is  by  its  very  structure  a representative 
democratic  organization  in  which  physicians  at 
the  local  level  select  trusted  representatives  to 
vote  their  opinions  in  the  House  of  Delegates  of 
the  American  Medical  Association,  so  that  the 
American  Medical  Association  is  in  essence  the 
body  of  the  practicing  physicians  of  this  coun- 
try, and 

WHEREAS,  decisions  made  by  the  House  of 
Delegates  of  the  American  Medical  Association 
in  this  democratic  fashion  obviously  represent 
the  majority  opinion  of  United  States  medicine 
just  as  decisions  made  by  the  Senate  and  the 
House  of  Representatives  of  the  United  States 
Congress  represent  the  majority  opinion  of  the 
people  of  the  United  States,  now  therefore  be  it 
RESOLVED,  that  the  Arizona  medical  as- 
sociation go  on  record  at  the  time  of  its  1962 
annual  meeting,  when  public  press  reports  of 
its  proceedings  will  be  widely  distributed,  to 
publicize  the  fact  that  the  American  Medical 
Association  is  the  democratically  representa- 
tional national  body  of  the  practicing  physicians 
of  this  country,  and  be  it  further 

RESOLVED,  that  this  Resolution  be  circu- 
lated to  the  other  state  medical  associations  so 
that  they  may  in  turn  be  encouraged  to  make 
similar  public  statements,  and  be  it  further. 

RESOLVED,  that  the  physicians  of  Arizona 
be  again  encouraged,  by  letter  from  the  presi- 
dent of  the  association,  to  engage  more  vigor- 
ously in  the  affairs  of  their  local  county  medical 
societies  and  in  the  affairs  of  the  state  medical 
association,  so  that  they  may  have  a voice  in  the 
formation  of  medical  policy  within  the  State 
and  may  be  sure  that  their  opinions  are  added 
to  the  collective  wisdom  which  instructs  their 
delegates  to  the  American  Medical  Association 
in  the  proper  representation  of  the  stands  and 
interests  of  Arizona  medicine  on  the  national 
scene. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

4.  Retention  of  Membership  Jurisdiction  with- 
in the  Constituent  and  Component  Levels 
WHEREAS,  the  report  of  the  Medical  Discip- 
linary Committee  of  the  American  Medical  As- 
sociation to  the  Board  of  Trustees  of  that  As- 
sociation dated  June,  1961  proposed  that  the 
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American  Medical  Association,  under  certain 
circumstances,  be  empowered  to  remove  from 
membership  a physician  alleged  to  have  trans- 
gressed the  ethical  and  professional  standards 
of  the  American  Medical  Association,  without 
such  action  first  being  recommended  by  the 
physician’s  state  medical  association,  and 

WHEREAS,  although  this  recommendation  of 
the  Medical  Disciplinary  Committee  was  disap- 
proved by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  during  the  Denver  meet- 
ing in  December,  1961,  it  may  well  be  brought 
back  for  reconsideration,  and 

WHEREAS,  The  Arizona  Medical  Association 
finds  that  this  is  a drastic  cure  for  an  illness 
that  it  considers  minor,  in  that  it  does  not 
believe  that  there  is  now  malpractice  of  such 
an  extent  to  necessitate  such  a major  change  in 
the  representative  structure  of  American  medi- 
cine, now  therefore  be  it 

RESOLVED,  that  The  Arizona  Medical  As- 
sociation place  itself  directly  on  record  as  dis- 
approving any  action  which  would  allow  the 
determination  of  state  society  membership  to 
be  made  by  any  body  other  than  the  state  society 
itself,  except  that  the  Judicial  Council  of  the 
American  Medical  Association  should  have  ap- 
pellate jurisdiction,  and  final  jurisdiction  in  cases 
of  dispute,  and  be  it  further 

RESOLVED,  that  this  stand  of  The  Arizona 
Medical  Association  be  transmitted  to  the  Board 
of  Trustees  of  the  American  Medical  Associa- 
tion and  to  the  Judicial  Council  of  the  Ameri- 
can Medical  Association,  and  be  it  further 
RESOLVED,  that  the  delegates  of  The  Ari- 
zona Medical  Association  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  be 
instructed  to  oppose  in  every  possible  way  the 
passage  of  any  motion  in  the  future  that  might 
remove  from  the  state  associations  the  power 
to  determine  their  own  memberships. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

5.  Recommended  Study  for  the  Orderly  Re- 
alignment of  Blue  Shield  to  Provide  Payment 
for  all  Medical  Services  of  Patients  in  Arizona, 
including  Pathology,  Radiology  and  Anesthesia 
WHEREAS,  the  proposed  King-Anderson 
legislation  includes  pathology,  radiology  and 
anesthesia  as  hospital  services,  and 

WHEREAS,  the  national  Blue  Shield  plan 
has  included  these  services  in  its  new  program 
for  provision  of  medical  care  for  the  aged,  and 
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WHEREAS,  the  Arizona  Blue  Shield  is  a 
corporation  operated  by  physicians  for  the  pro- 
vision of  medical  care  for  the  people  of  Ari- 
zona, and 

WHEREAS,  although  it  is  desirable  to  in- 
clude all  hospital  services  under  Blue  Cross,  all 
medical  services  should  properly  be  provided 
under  the  Blue  Shield  program  in  conformity 
with  the  National  Blue  Shield  Plans,  and 

WHEREAS,  at  the  present  time,  this  is  not 
being  done  in  Arizona  by  Blue  Cross  and  Blue 
Shield, 

THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  authorize  the  president  of 
the  Arizona  Medical  Association  to  appoint  an 
ad  hoc  committee  to  study  this  situation  and 
make  recommendations  for  the  orderly  realign- 
ment of  Blue  Shield  to  include  payment  for 
pathology,  radiology  and  anesthesia  services  of 
patients  in  Arizona,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ari- 
zona Hospital  Association  be  invited  to  appoint 
a similar  committee  to  meet  and  discuss  this 
problem  with  an  ad  hoc  committee  from  The 
Arizona  Medical  Association. 

The  Reference  Committee  recommends  that 
the  ad  hoc  committee  report  to  the  Board  of 
Directors  from  time  to  time,  relative  to  progress 
made  in  the  study,  together  with  its  recom- 
mendations. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

6.  Proposal  for  Enactment  of  Professional 
Corporation  Legislation 

WHEREAS,  a number  of  states  have  passed 
enabling  legislation  to  allow  doctors,  dentists, 
lawyers,  and  other  self-employed  to  set  up 
limited  corporations  and  thereby  to  take  ad- 
vantage of  the  many  tax  benefits  which  at 
present  can  accrue  only  to  members  of  corpora- 
tions, and 

WHEREAS,  it  is  doubtful  or  questionable 
that  the  Keogh  Bill  will  ever  pass  the  United 
States  Congress  without  a lot  of  deleterious 
features. 

THEREFORE  BE  IT  RESOLVED,  that  The 
Arizona  Medical  Association  initiate  the  steps 
required  to  have  such  enabling  legislation  to  be 
passed  in  the  State  of  Arizona  at  the  next  session 
of  the  State  legislature  with  or  without  the  help 
and  cooperation  of  the  other  self-employed  or- 
ganizations such  as  the  Arizona  Dental  Associ- 
ation, or  the  Arizona  Bar  Association,  this  reso- 


lution to  incorporate  all  safeguards  as  outlined 
in  Model  Legislation  drawn  up  by  the  AMA, 
and 

BE  IT  FURTHER  RESOLVED,  that  The 
Arizona  Medical  Association  assess  each  member 
on  a pro  rata  basis  to  defer  the  cost  of  initiating 
such  legislation. 

The  Reference  Committee  having  been  in- 
formed that  a Professional  Corporation  Act  is 
already  a part  of  Arizona  Statutes,  recommended 
that  no  action  be  taken. 

This  portion  of  the  committee’s  report  was 
adopted. 

7.  Commendation  of  the  American  Medical 
Association  and  the  National  Association  of  Blue 
Shield  Plans  for  the  Development  of  the  Blue 
Shield  National  Senior  Citizen  Program  and 
Recommended  Participation  in  the  Blue  Shield 
Plan  of  Arizona 

WHEREAS,  the  medical  care  needs  of  senior 
citizens  are  the  proper  concern  of  all  members 
of  the  community,  and 

WHEREAS,  these  needs  can  most  properly 
be  met  by  means  of  existing  voluntary  pre- 
payment methods  adjusted  to  the  limited  means 
of  elderly  citizens,  and 

WHEREAS,  the  medical  profession,  by  virtue 
of  the  traditions  of  community  service  to  which 
it  is  dedicated,  desires  especially  to  help  make 
possible  an  effective  program  to  enable  senior 
citizens  to  finance  the  cost  of  medical  care  on 
their  own  initiative,  and 

WHEREAS,  the  medical  profession  has 
demonstrated  an  interest  of  long  standing  in 
the  medical  care  needs  and  financial  status  of 
senior  citizens,  and 

WHEREAS,  the  medical  profession  recognizes 
that  methods  to  help  senior  citizens  finance  the 
cost  of  needed  medical  services  must  be  ex- 
tended beyond  the  scope  of  all  present  existing 
programs,  now 

THEREFORE  BE  IT  RESOLVED,  that  The 
Arizona  Medical  Association  commends  the 
American  Medical  Association  and  the  National 
Association  of  Blue  Shield  Plans  for  the  develop- 
ment of  the  Blue  Shield  National  Senior  Citizen 
Program,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
members  of  The  Arizona  Medical  Association 
do  hereby  indicate  their  unqualified  support  of 
this  effort  and  signify  their  intention  to  par- 
ticipate in  the  Blue  Shield  Plan  of  Arizona. 

It  was  regularly  moved  and  carried  that  this 
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resolution  be  adopted. 

8.  AMEF  Contributions  and  Student  Loan 
Fund  Program. 

WHEREAS,  the  House  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.  in  meeting 
held  April  26,  1956,  did  create  from  a portion 
of  the  Medical  Defense  Fund  totalling  $43,105 
a Benevolent  and  Loan  Fund  for  assistance  to 
worthy  young  residents  of  Arizona  who  desire 
to  secure  a medical  education,  and 
WHEREAS,  such  funds  have  been  depleted 
to  a low  ebb  of  $9,231.11  through  the  granting 
of  twenty-five  loans  in  accordance  with  ap- 
proved requirements,  and 

WHEREAS,  the  House  of  Delegates  did  also 
on  April  26,  1956  assesss  each  dues  paying  mem- 
ber of  The  Arizona  Medical  Association,  Inc. 
$10.00  per  annum,  a contribution  to  the  Ameri- 
can Medical  Education  Foundation,  and 
WHEREAS,  the  need  for  worthy  qualified 
Arizona  resident  medical  students  has  greatly 
increased  over  recent  years  and  the  need  there- 
for being  urgent,  now  therefore  be  it 
RESOLVED,  that  this  House  of  Delegates  of 
The  Arizona  Medical  Association,  Inc.  authorize 
that  fifty  per  cent  of  the  current  AMEF  contri- 
butions be  retained  by  the  Association  for  the 
specific  use  of  the  loan  fund  for  a total  of  five 
years  certain,  and  be  it  further 

RESOLVED,  that  the  Benevolent  and  Loan 
Fund  Committee  continue  the  study  of  financial 
assistance  to  Arizona  resident  medical  students, 
utilizing  whatever  means  may  be  available,  par- 
ticularly through  AMA,  for  the  retention  of  this 
valuable  and  worthy  program. 

The  Reference  Committee  recommends  that 
this  resolution  be  not  adopted  and  further  rec- 
ommends that  the  House  of  Delegates  discon- 
tinue completely  the  assessment  of  $10.00  per 
member  for  AMEF. 

This  portion  of  the  committee’s  report  was 
adopted. 

9.  Hospital  Staff  Committees’  Deliberations— 
Privileged  Communications 

WHEREAS,  the  hospital  staff  committees  in 
the  course  of  their  medical  studies  do  perform 
invaluable  services  for  the  purpose  of  reducing 
morbidity  and  mortality  and  for  maintaining 
high  standards  of  medical  professional  care,  and 
WHEREAS,  these  proceedings  of  medical 
staff  committees  and  the  eventual  actions  of  the 
hospital  medical  staffs  do  result  in  rigid  self- 
discipline  of  the  staff  members  in  maintaining 
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these  high  professional  standards,  and 

WHEREAS,  threats  of  legal  counter  action 
against  members  of  the  professional  staffs  of  the 
hospital  or  against  the  members  of  the  staff 
committees  may  serve  as  a real  deterrent  in  the 
efficient  work  of  these  groups,  and 

WHEREAS,  material,  information,  findings 
and  conclusions  of  the  deliberations  of  such  au- 
thorized groups  rightfully  shall  be  privileged 
communications  which  should  not  be  used  or 
offered  or  received  in  evidence  in  any  legal  pro- 
ceedings, and 

WHEREAS,  The  Arizona  Medical  Associa- 
tion, Inc.  is  dedicated  to  the  maintenance  of 
the  highest  standards  of  professional  medical 
standards  as  established  by  the  By-Laws  and 
the  Code  of  Ethics, 

THEREFORE  BE  IT  RESOLVED,  that  The 
Arizona  Medical  Association,  Inc.  duly  con- 
vened on  April  25  through  April  28,  1962,  does 
affirm  and  approve  these  principles  of  proce- 
dures of  hospital  staffs  and  hospital  staff  com- 
mittees, and 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  of  The  Arizona  Medical 
Association,  Inc.  instruct  the  Legislative  Com- 
mittee of  this  Association  to  study  and  recom- 
mend proper  legislative  proposals  for  a bill  for 
enactment  by  the  House  and  the  Senate  of  the 
State  of  Arizona. 

The  Reference  Committee  noted  for  the  in- 
formation of  the  House  that  this  resolution 
would  undoubtedly  call  for  the  assistance  of  le- 
gal counsel. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

10.  Legislative  Procedures 

WHEREAS,  it  was  recognized  by  the  found- 
ers of  the  American  Medical  Association,  May 
7,  1847,  that  it  was  proper  and  essential  for  doc- 
tors and  their  organization  to  actively  promote 
legislation  which  would  improve  the  quality 
and  the  quantity  of  medical  care,  and 

WHEREAS,  the  continued  legislative  activi- 
ties of  the  medical  profession  have  been  an  es- 
sential force  in  the  advancement  of  medicine 
and  the  improvement  of  the  public  health,  and 

WHEREAS,  the  increased  socio-political  char- 
acter of  medicine  and  the  threat  of  the  invasion 
of  the  practice  of  medicine  by  government  de- 
mands an  even  more  effective  political  alert- 
ness, and 

WHEREAS,  the  By-Laws  of  The  Arizona 
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Medical  Association  have  recognized  our  legis- 
lative duties  “securing  and  enforcing  legislation 
in  the  interest  of  public  health  and  of  scientific 
medicine,  and  in  preventing  the  passage  of,  or 
securing  the  repeal  of  legislation  contrary  to 
those  interests”,  and 

WHEREAS,  legislative  problems  frequently 
demand  almost  immediate  decisions  and  action 
which  cannot  be  effectively  processed  by  our 
present  customs  and  rules  such  as  “subject  to 
the  approval  of  the  Board”,  and 

WHEREAS,  some  of  these  cumbersome  and 
staid  procedures  deter  the  fulfillment  of  our  ac- 
cepted legislative  functions, 

THEREFORE  BE  IT  RESOLVED,  that  the 
By-Laws  Committee,  after  consultation  with  the 
Legislative  Committee,  the  Executive  Commit- 
tee and  such  other  persons  as  they  deem  neces- 
sary, make  a study  of  our  legislative  activities 
and  recommend  changes  in  the  By-Laws  which 
will  provide  for  a more  effective  legislative 
functioning,  and 

BE  IT  FURTHER  RESOLVED,  that  a study 
be  made  of  the  cost  of  our  legislative  activities 
in  view  of  determining  a realistic  budget. 

It  was  regularly  moved  and  carried  that  this 
resolution  be  adopted. 

11.  Civil  Defense  Training  Programs 

WHEREAS,  in  the  event  of  a civil  defense  or 

disaster  emergency  many  lay  persons  will  be 
needed  to  provide  medical  care  and  public 
health  services,  and 

WHEREAS,  lay  persons  need  pre-emergency 
training, 

NOW  THEREFORE  BE  IT  RESOLVED, 
that  the  House  of  Delegates  of  The  Arizona 
Medical  Association  authorizes  and  directs  the 
Civil  Defense  and  Disaster  Subcommittee  to 
designate  appropriate  training  programs,  and 

BE  IT  FURTHER  RESOLVED,  that  training 
be  accomplished  by  each  county  medical  socii- 
etv  in  cooperation  with  the  civil  defense  district, 
county  or  municipal  medical  chiefs  designated 
as  Civil  Defense  Disaster  Coordinators.  The 
subcommittee  is  to  render  all  possible  assistance 
in  the  implementation  of  the  program. 

12.  Civil  Defense  Traning  Programs 

WHEREAS,  Annex  “H  of  the  Arizona  Sur- 
vival Plan  (54  pages  and  8 appendices)  covers 
the  health  and  medical  services,  organization 
and  responsibilities,  pre-attack  planning,  train- 
ing and  assignments  and  the  post-attack  imple- 
mentation of  the  program  to  provide  the  best 


possible  medical  care,  effective  public  health 
services  and  adequate  medical  supplies, 

THEREFORE  BE  IT  RESOLVED,  that  The 
Arizona  Medical  Association  give  full  support 
to  the  Subcommitee  on  Civil  Defense  and  Safety 
in  its  efforts  to  develop  and  coordinate  an  ef- 
fective statewide  program  as  recommended  by 
the  American  Medical  Association  and  that  it 
authorizes  and  directs  the  subcommittee  to  con- 
tact directly  the  component  county  medical  so- 
cieties of  the  six  Arizona  medical  association 
districts  and  physicians  designated  to  direct  the 
program  at  the  district,  county  and  local  levels, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  Sub- 
committee on  Civil  Defense  and  Safety  of  The 
Arizona  Medical  Association  be  delegated  the 
responsibility  to  implement  this  resolution  and 
to  report  annually  to  the  House  of  Delegates. 

The  Reference  Committee,  recognizing  im- 
plementation of  Resolutions  11  and  12  would 
call  for  considerable  expenditures  not  incorpo- 
rated in  the  framework  of  the  proposed  1963 
budget,  recommended  that  no  action  be  taken 
on  these  resolutions  and  that  they  be  referred 
to  the  Board  of  Directors  for  its  action. 

This  portion  of  the  Committee’s  report  was 
adopted. 

THE  REPORT  OF  THE  REFERENCE 
COMMITTEE  AS  A WHOLE,  AS  DELETED 
AND  AMENDED,  WAS  ADOPTED. 

ELECTION  OF  DISTRICT  DIRECTORS 

The  following  District  Directors  were  elected. 

Central  District,  Robert  A.  Price,  M.D.  ( 1962- 
65);  Central  District,  Ashton  B.  Taylor,  M.D. 
( 1962-63 ) ; Southeastern  District,  Thomas  W. 
Jensen,  M.D.  (1962-65);  Southern  District,  Earl 
R.  Baldwin,  M.D.  (1962-65);  Southern  District, 
Hermann  S.  Rhu,  M.D.  (1962-64);  Southwest- 
ern District,  Howard  W.  Finke,  M.D.  (1962-65). 

AMA  FIELD  REPRESENTATIVE 

Dick  Philleo,  Field  Representative,  AMA,  ad- 
dressed the  House  and  extended  his  thanks  for 
the  opportunity  to  be  present,  He  responded  to 
questions  from  the  floor  regarding  national  leg- 
islative activities. 

1963  ANNUAL  MEETING 

It  was  moved  and  carried  that  the  next  an- 
nual meeting  of  this  Association  be  held  in  Tuc- 
son in  1963. 

MEETING  ADJOURNED. 

Paul  L.  Singer,  M.D., 
Secretary 
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makes  glaucoma  screening  easier 

'Since  approximately  3 to  4 per  cent  of  those  patients  in  the  forty-and-over  age  group  may  have 
glaucoma,  the  value  of  a routine  measurement  of  the  intraocular  pressure  is  self-evident.”1 

Screening  tonometry  for  early  detection  of  glaucoma  can  be  incorporated  conveniently  into  any  physical 
examination  procedure  when  the  eye  is  anesthetized  with  OPHTHAINE,  the  topical  anesthetic  with  the 
shortest  onset  time.  Instillation  of  1 or  2 drops  produces  adequate  anesthesia  in  approximately  20  seconds 
or  less.2'3  OPHTHAINE  anesthesia  is  completely  safe,  because  the  drug  does  not  damage  the  corneal 
epithelium  and  seems  to  be  less  irritating  than  other  agents.4'5  6 The  duration  of  anesthesia  (about  15 
minutes)is  adequate  forremoval  of  foreign  bodies  and  similar  operative  procedures.  In  fact, the  proper- 
ties of  OPHTHAINE  make  it  ideal  for  any  ophthalmologic  procedure  requiring  topical  anesthesia. 

SUPPLY:  Ophthaine  is  supplied  as  a sterile  0.5%  solution  in  plastic  drop-dispensing  bottles  containing  15  cubic  centi- 
meters. REFERENCES:  1.  Gordon,  D.M.:  New  YorkJ.  Med.  61:3649  (Nov.  1)  1961 . 2.  McIntyre,  A.R.;  Lee,  L.W.;  Rasmussen,  J. 

A.;  Kuppinger,  J.C.,  and  Sievers,  R.F.:  Nebraska  State  M.J.  35:100  (Apr.)  1950.  3.  Boozan,  C.W.,  and  Cohen,  I.J.:  Am. 

J.  Ophthat.  36:1619  (Nov.)  1953.  4.  Jervey,  J.W.:  South  M.J.  48:770  (July)  1955.  5.  Leopold,  I.H.:  in  Model  I,  W.:  Drugs  of 
Choice,  1960-1961 , St.  Louis,  C.V.  Mosby  Co.,  1960,  page  699.  6.  Linn,  J.G.,  Jr.,  and  Vey,  E.K.:  Am.  J.  Ophthat. 

40:697  (Nov.)  1955 
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Squibb  Quality— the  Priceless  Ingredient 
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DPHTHAINE 

halne®  Is  a Squibb  trademark  SQUIBB  PROPARACAINE  HYDROCHLORIDE 


blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2"8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide9;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  & Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  et  al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickell,  J.:  Ant.  Med.  & Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 

(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 
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3Vj  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  USING  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 
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In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co., Syracuse, N.Y. 
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(22  patients) 
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when  occupational  allergies  strike 


Dimetane Extentabs 

brompheniramine  maleate  12  mg. 

reliably  relieve  the  symptoms... seldom  affect  alertness 


Also  available  in  conventional  tablets,  4 mg. ; Elixir, 
2 mg./5  cc.;  Injectable,  10  mg./cc.  or  100  mg./cc. 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 
MAKING  TODAY’S  MEDICINES  WITH  INTEGRITY 
...SEEKING  TOMORROW’S  WITH  PERSISTENCE 


halves 

the  dosage  requirements 
in  most  cases 
of  ringworm 


brand  of  griseofulvin.  ultra-fine 


improved,  ultra-fine  form -new  125  mg. 
tablet -for  greater  patient  economy 

3 times  greater  y Improved  y Higher  ^ Greater 

surface  area  absorption  blood  levels  efficiency 

Supplied:  FULVICIN-TJ/F  Tablets,  scored,  125  mg.,  250  mg.  and  500  mg.,  each  in  bottles  of  60  and  250  tablets.  For  com- 
plete details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services  Depart- 
ment, Schering  Corporation,  Bloomfield,  New  Jersey.  SS77 


triples  the  particle  surface  area 


i 


mm  Treatment  results  were  good, 
and  in  many  cases  a dramatic  response  was  noted. 
Many  of  the  cases  had  previously  failed  to  respond 
to  various  types  of  therapy  including,  in  some  in- 
stances, other  topical  corticosteroid  preparations.^ ® 

— Gray,  H.  R.,  Wolf,  R.  L.,  and  Doneff,  R.  H.:  Evaluation  of  Fluran- 
drenolone,  a New  Topical  Corticosteroid,  Arch.  Dermat.,  <54:18,  1961. 

A look  at  the  products — Cordran  cream  and  ointment  are  new  cortico- 
steroid preparations  especially  formulated  for  the  skin.  Each  Gm.  contains 
0.5  mg.  Cordran. 

Cordran™-N  cream  and  ointment  combine  Cordran  and  the  wide-spectrum 
antibiotic,  neomycin.  Each  Gm.  contains  0.5  mg.  Cordran  and  5 mg.  neo- 
mycin sulfate  (equivalent  to  3.5  mg.  base).  Cordran-N  is  particularly  useful 
in  steroid-responsive  dermatoses  complicated  by  potential  or  actual  skin 
infections. 

All  forms  are  supplied  in  7.5  and  15-Gm.  tubes. 

Cordran™ -JV (flurandrenolone  with  neomycin  sulfate,  Lilly) 

This  is  a reminder  advertisement.  For  adequate  informa- 
tion for  use,  please  consult  manufacturer' s literature.  Eli 
Lilly  and  Company,  Indianapolis  6,  Indiana.  240241 
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The  Endocrine  Glands  and  Aging 

Edward  H.  Rynearson,  M.D. 


An  enieriaining  and  practical  paper  dealing  with  the  problems  of  aging 
as  related  to  hormonal  functions,  and  in  particular  relating  to  the  adminis- 
tration of  hormones  to  try  to  correct  many  of  the  problems  seen  with 
aged  patients.  This  paper  is  an  honest  appraisal  of  the  ineffective  attempts 
by  physicians  to  alter  or  actually  change  the  complex  physiological  altera- 
tions accompanying  the  aging  process. 


The  title  assigned  to  me  for  this  program 
reads,  “What  Is  Growing  Old?”  I doubt  that 
anyone  will  have  the  answer  to  this  question  at 
the  end  of  the  entire  seminar,  let  alone  at  the 
conclusion  of  this,  the  first  presentation.  I should 
like  to  limit  my  discussion  to  the  facets  that 
have  been  the  main  subjects  of  my  interest  for 
somewhat  more  than  30  years;  namely,  endo- 
crinology and  metabolism.  Dempsey(l)  begins 
his  chapter  on  the  “Homeostatic  and  Histochem- 
ical  Aspects  of  the  Endocrine  Glands”  (in  Cow- 
dry’s  Problems  of  Aging)  with  the  following 
statements: 

“The  subject  of  endocrinology  is  commonly 
regarded  as  beginning  with  the  lecture  of 
Brown-Sequard  before  the  French  Academy  of 
Medicine  in  1889.  On  this  occasion,  the  aged 
and  venerable  doctor  described  how,  after  self- 
injection  with  a testicular  extract,  the  infirmities 
of  age  had  fallen  away  and  a physiological  re- 
juvenation had  taken  place.  Thus,  endocrinology 
was  born  as  an  example  of  gerontotherapv.  It  is 
not  surprising,  therefore,  that  students  of  aging 
have  constantly  kept  an  eye  upon  the  expanding 
field  of  endocrinology,  nor  that  endocrinologists 
have  hoped  to  find  the  fountain  of  youth  among 
the  myriad  extracts  and  preparations  containing 

Head  at  the  Symposium  on  Medieal  and  Surgical  Problems  in 
Old  Folks  sponsored  by  the  Arizona  Academy  of  General  Prac- 
tice and  the  Maricopa  County  Medical  Society,  Phoenix,  Arizona, 
March  18,  1961. 

Section  of  Medicine,  Mayo  Clinic  and  Mayo  Foundation, 
Rochester,  Minnesota. 


the  ever  more  active  principles  of  the  endocrine 
glands.  This  search,  however,  like  Ponce  de 
Leon’s,  has  proved  fruitless.  It  appears,  from  our 
expanding  knowledge,  that  many  processes  are 
altered  during  physiological  aging,  and  that 
restitution  of  the  hormonal  balance  characteris- 
tic of  youth  may  merely  restore  one  of  a set  of 
altered  mechanisms.  Nevertheless,  something 
may  be  gained  by  substitution  therapy.  An  old 
automobile’s  performance  may  be  improved  by 
a new  carburetor.  In  any  event,  study  of  the  en- 
docrine changes  associated  with  aging  can  lead 
only  to  accurate  knowledge  without  which  no 
rational  therapy,  gerontological  or  other,  can  be 
conceived. 

“The  literature  of  endocrinology  abounds  with 
references  to  postulated  associations  between 
endocrine  status  and  aging.  To  date,  these  pos- 
tulations have  not  proved  too  helpful.  Some  im- 
provement can  be  noted  in  aged  people  to  whom 
the  sex  hormones  are  administered,  but  equal 
improvement  usually  follows  psychological 
counselling  or  social  rehabilitation.  It  now  ap- 
pears that  the  endocrine  alterations  associated 
with  aging  are  complex  rather  than  simple. 
The  capacity  of  the  endocrine  system  to  engage 
in  a shifting  balance  and  its  capacity  to  respond 
to  stress  seem  to  be  of  more  importance  in  ag- 
ing than  is  any  single  deficiency. 

GLANDS  AND  YOUTH 

As  a matter  of  fact,  as  long  as  there  has  been 
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recorded  history  — thousands  of  years  before 
Ponce  de  Leon  — there  are  records  of  man’s  con- 
viction that  youth  is  associated  with  the  en- 
docrine glands  (that  is,  the  gonads);  and  the 
activity  of  the  goat  in  spring  became  the  symbol 
of  vitality  and  rejuvenation.  It  is  not  surprising 
that  Brinckley,  the  late  quack,  should  have  fol- 
lowed in  the  footsteps  of  mythology,  history, 
and  “scientific  medicine”  in  suggesting  the  trans- 
plantation of  the  testicles  of  goats  and  monkeys 
for  the  purpose  of  rejuvenating  aging  men.  To- 
day we  are  being  informed  from  many  sources 
that  one  of  the  reasons  for  the  greater  longevity 
of  women  is  the  superiority  of  their  gonads,  and 
it  has  been  suggested  that  if  men  care  to  live 
longer  they  might  submit  to  castration  or  to  the 
administration,  indefinitely,  of  estrogenic  hor- 
mones. There  has  been  a notable  lack  of  re- 
sponse to  these  suggestions,  a certain  number 
of  men  believing  that  if  they  are  to  be  castrated, 
asked  to  give  up  good  food,  and  made  to  forego 
the  pleasure  of  a cocktail  before  dinner  or  a 
cigar  after  dinner,  there  really  wouldn’t  be  too 
much  left  in  life  worth  living  for.  This  sentence 
is  exaggerated  and  facetious  — and  yet  may  con- 
tain some  truth  (although  honesty  compels  the 
author  to  say  that  he  believes  enough  in  some 
of  this  advice  that  he  has  given  up  the  ingestion 
of  saturated  fats  and  all  forms  of  smoking;  how- 
ever, he  shows  no  inclination  to  surrender  the 
remaining  activities ) . 

In  addition  to  Cowdry’s  book,  physicians  are 
referred  to  Stieglitz’s(2)  volume  on  Geriatric 
Medicine;  to  the  publications  of  various  sym- 
posia and  conferences,  one  of  which  is  the  Con- 
ference on  Problems  of  Aging  of  the  Josiah 
Macy,  Jr.,  Foundation;  and  of  course  to  the 
many  articles  that  appear  in  the  Proceedings  of 
the  American  Geriatrics  Society.  More  recent 
references  to  the  literature  are  abstracted  in 
Excerpta  Medica  in  the  section  “Gerontology 
and  Geriatrics.” 

All  physicians  will  acknowledge  that  there 
are  changes  in  the  glands  of  internal  secretion 
with  aging  (some  of  which  may  be  welcome). 
In  addition  to  Dempsey’s(l)  contribution,  sev- 
eral other  chapters  in  Cowdry’s  book  deal  with 
the  glands  of  internal  secretion,  such  as  a chap- 
ter on  the  thyroid,  pancreas,  parathyroids,  adre- 
nals, thymus,  and  pituitary,  by  Carlson(3);  a 
chapter  on  the  cytologic  changes  in  the  cells  of 
the  glands  of  internal  secretion,  by  Payne(4); 
one  on  changes  in  the  female  reproductive  sys- 


tem, by  Masters,(5)  and  chapters  on  the  male 
secondary  sexual  organs,  by  Moore,(6)  and  re- 
productive system,  by  Engle(7).  Anyone  who 
knew  Dr.  Carlson  will  have  no  difficulty  re- 
membering the  great  emphasis  he  placed  on  the 
importance  of  “controls.”  In  his  first  paragraph 
he  gives  a warning  on  the  interpretation  of  some 
of  his  subsequent  discussion: 

CARLSTON'S  WARNING 

“As  differentiation  and  specificity  in  the  en- 
docrine glands  appear  as  marked  in  long  life  as 
in  short  life  species,  and  since  the  ‘accidents  of 
living,’  such  as  infections,  dietary  deficiencies 
or  excesses  and  other  forms  of  stress  on  the  indi- 
vidual are  on  the  whole  probably  not  greater 
in  the  short  life  species,  the  primary  ‘timer’  of 
the  life  span  is  evidently  hereditary  factors  not 
essentially  conditioned  on  tissue  differentiation. 
Accordingly,  the  hypothesis  that  the  elements  of 
senescence  are  inherent  in  the  processes  of  dif- 
ferentiation does  not  seem  fundamental.  On  this 
hypothesis  the  problem  of  aging  embraces  the 
entire  life  span  of  the  individual.  Even  if  this 
hypothesis  did  express  some  truth,  it  is  not  very 
useful  at  the  present  stage  of  biology,  in  part 
because  of  the  lack  of  adequate  methods  for 
testing  it.  We  shall  therefore  focus  our  attention 
mainly  on  the  late  adult  and  the  advanced  age 
periods,  since  here  we  have  both  data  and  meth- 
ods of  testing  their  interpretation,  albeit  much 
of  the  data  may  be  irrelevant  or  inconclusive, 
some  of  the  methods  need  refinement,  and  most 
of  the  experimental  material  requires  improved 
control.” 

It  is  important  to  remember  Dr.  Carlson’s 
comment  — and  always  to  be  grateful  for  his 
leadership  — as  we  read  the  hundreds  of  arti- 
cles that  relate  to  the  glands  of  internal  secre- 
tion and  aging.  Probably  80  to  90  per  cent  of 
such  articles  are  in  the  foreign  literature,  and 
probably  in  99  to  100  per  cent  of  the  articles  no 
“double-blind  controls”  were  used  in  the  evalu- 
ation of  the  results  of  treatment.  A recent  pa- 
per(8)  described  a series  of  27  patients  con- 
fined to  a home  for  the  aged  who  received  a 
balanced  combination  of  androgen  and  estrogen 
which  “effected  the  desired  improvement  in 
symptomatology  and,  in  some  cases,  stimulated 
the  deposition  of  calcium  in  osteoporotic  bone. 
No  change  in  osteoporosis  or  symptoms  was  ob- 
served in  a control  group  of  27  patients.”  An- 
other article(9)  referred  to  the  use  of  a capsule 
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containing  methyl  phenidvl  acetate  hydrochlo- 
ride (Ritalin),  5.0  mg.;  methyltestosterone,  1.25 
mg.;  ethinyl  estradiol,  5.0  micrograms;  thiamine, 
5.0  mg.;  riboflavin,  1.0  mg.;  pyridoxine  hydro- 
chloride, 2.0  mg.;  vitamin  B12  activity,  2.0  micro- 
grams; nicotinamide,  25  mg.;  and  dicalcium 
phosphate,  250  mg.  In  this  study  these  capsules 
were  administered  to  112  geriatric  patients,  aged 
73  to  99  years,  in  a home  for  the  aged.  “Their 
chief  complaints  were  fatigue,  weakness,  anxi- 
ety, nervousness,  depression  or  confusion.  The 
drug  was  given  over  a period  of  two  months  and 
the  criteria  of  effectiveness  were  changes  in 
weight,  blood  pressure,  glossitis  ( when  pres- 
ent), and  the  sense  of  well-being.” 

The  authors  of  these  articles  and  the  authors 
of  many  others  could  quite  properly  point  their 
collective  finger  at  me  and  say,  “Well,  what 
are  you  doing  in  this  field,  and  since  you  aren’t 
doing  anything,  who  are  you  to  raise  questions 
about  our  work?”  I wouldn’t  blame  the  authors 
for  asking  the  question;  I would  simply  make  a 
further  point  that  in  these  homes  for  the  aged 
there  exists  an  ample  opportunity  for  double- 
blind studies,  and  I believe  that  all  of  these 
preparations  should  be  studied  only  with  these 
technics.  Such  studies  might  very  well  show  that 
these  preparations  are  effective,  but  I would 
also  anticipate  that  the  percentages  of  patients 
showing  improvement  would  be  lower  if  neither 
the  patient  nor  the  physician  knew  what  was 
being  administered. 

CHARVAT'S  ABSTRACT 

I made  reference  to  the  foreign  literature,  and 
I would  like  to  quote  in  its  entirety  an  abstract 
of  an  article  written  by  Professor  J.  Charvat,(  10) 
Professor  of  Medicine  in  Prague,  Czechoslova- 
kia. The  abstract  reads  as  follows: 

“Aging  is  not  caused  by  disturbances  in  inter- 
nal secretion,  nor  can  it  be  reversed  hormonally. 
Oestrogens  are  found  in  the  urine  in  both  sexes 
from  puberty  to  the  9th  decade,  but  whereas  in 
men  the  level  is  almost  constant,  women  show 
the  well-known  sudden  change  in  the  years  of 
the  menopause.  After  the  menopause  the  quan- 
tity of  oestrogens  excreted  is  lower  than  in  men; 
nevertheless,  in  women  the  proportion  of  andro- 
gens to  oestrogens  is  in  favour  of  the  latter 
throughout  the  entire  period.  Androgens  are  also 
excreted  by  both  sexes,  in  women  about  30  per 
cent  less,  but  the  decrease  in  both  sexes  is,  as 
a whole,  parallel,  and  is  progressive  from  the 
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period  of  full  maturity  up  to  an  advanced  age. 
Corticoids  with  an  oxygen  function  at  11-  and 
17-C  are  excreted  by  both  sexes,  on  the  whole 
without  change,  up  to  an  advanced  age.  Secre- 
tion of  these  substances  contrasts  strikingly  with 
the  decrease  in  androgens.  It  seems  that  the  se- 
nile organism  loses  the  ability  to  break  off  side- 
chains  from  the  steroid  skeleton  at  C-17,  while 
hydroxylation  at  C-ll,  C-17  and  C-21  does  not 
suffer.  In  old  age,  the  ability  of  the  thyroid 
gland  to  produce  hormone  somewhat  decreases. 
Nevertheless,  this  does  not  usually  lead  to  hypo- 
thvreosis  because  the  tissues  of  the  aged  have  a 
heightened  sensitivity  to  the  thyroid  hormone. 
The  decreased  secretory  activity  of  the  thyroid 
gland  is  thus  a useful  adaptation.  The  increased 
sensitivity  of  the  tissues  to  the  thyroid  hormone 
in  old  people  perhaps  explains  why  thyrotoxi- 
cosis without  an  obvious  goitre  or  eye  signs  oc- 
curs more  often  in  old  age  than  earlier  in  ma- 
turity. The  effects  of  these  senile  noncomplica- 
ted  thyrotoxicoses  are  often  restricted  to  the 
myocardium.” 

This  is  an  important  abstract  in  that  it  starts 
with  the  statement  that  “Aging  is  not  caused  by 
disturbances  in  internal  secretion,”  and  yet 
points  out  that  there  are  changes  in  all  of  the 
glands  of  internal  secretion  with  age.  Those  of 
us  interested  in  this  specialty  are  aware  that  the 
pituitary  gland  functions  quite  differently  after 
the  menopause  than  it  does  during  puberty  and 
that  certainly  the  ovary  is  an  entirely  different 
organ  during  different  decades.  The  changes  in 
the  ovary  and  testis  form  the  basis  of  a pro- 
longed discussion  by  many  authorities  in  the 
Conference  on  Problems  of  Aging.11 

There  is  no  extract  of  the  anterior  pituitary 
or  any  pituitarylike  preparation,  and  no  extract 
or  preparation  from  the  posterior  pituitary  that 
should  be  considered  for  the  treatment  of  the 
processes  of  aging;  certainly  the  same  holds  true 
for  the  thyroid,  pancreas,  adrenal  cortex,  and 
adrenal  medulla.  I believe  most  of  the  physi- 
cians who  specialize  in  gynecologic  endocrinol- 
ogy do  their  best  not  to  give  hormones  to  wom- 
en in  the  menopause  unless  their  symptoms  are 
quite  severe.  The  question  of  the  use  of  the 
male  hormone,  female  hormone,  or  combinations 
of  these,  for  the  complication  of  osteoporosis  is 
still  the  basis  for  much  discussion  (since  none 
of  us  have  any  data  to  indicate  what  the  admin- 
istration of  these  hormones  may  or  may  not  do 
to  the  incidence  of  cancer ) . 
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Regardless  of  what  the  male  hormone  may  do 
for  other  physiologic  or  pathologic  conditions, 
the  following  statement  is  incontrovertible:  No 
evidence  has  been  published  to  indicate  that  any 
preparation  of  male  hormone  has  any  effect 
whatever  in  the  treatment  or  impotence  in  aging 
males.  In  this  field  all  double-blind  studies  have 
demonstrated  that  neither  the  patient  nor  the 
physician  can  tell  when  the  patient  is  receiving 
a placebo. 

And  so,  from  my  standpoint,  I am  not  an  “en- 
thusiastic treater.”  I have  had  the  pleasure  of 
knowing  a great  many  of  the  “elder  statesmen" 
of  the  Endocrine  Society  and  I have  sat  in  on  a 
fair  number  of  discussions  relating  to  this  prob- 
lem; at  the  moment  I cannot  remember  a single 
one  who  himself  was  taking  any  hormone.  (And 
these  same  friends  if  they  read  this  will  quite 
correctly  say,  “There  he  goes  again,  making 


more  of  his  sweeping  statements  without  a sin- 
gle fact  to  support  them.”  So  be  it! ) 
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UNIVERSITY  OF  ARIZONA  DEPARTMENT  HEAD 
NAMED  VISITING  LECTURER 

Dr.  Kenneth  F.  Wertman  has  been  named  1962-1963  lecturer  for  the  Program 
of  Visiting  Biologists  to  High  Schools.  Dr.  Wertman  is  head  of  the  University 
of  Arizona’s  Department  of  Microbiology  and  Medical  Technology. 

The  American  Institute  of  Biological  Sciences  sponsors  the  program.  It  is 
supported  by  the  National  Science  Foundation  and  the  Atomic  Energy  Com- 
mission. The  program  is  conducted  “to  enable  high  school  students  throughout 
the  nation  to  meet  and  become  acquainted  with  leading  biologists  in  the  various 
fields  of  the  life  sciences.” 

Dr.  Wertman  is  available  for  two  day  assignments.  Titles  of  his  lectures  are 
“Man’s  Natural  and  Acquired  Immunity  Against  Disease,”  “Intracellular  Para- 
sites,” “Blood  — The  Middleman,”  “Laboratory  Diagnosis  of  Infectious  Agents,  ’ 
“Protista  — The  Third  Kingdom?,”  and  “Microbes  of  Merit.” 

A University  of  Arizona  faculty  member  since  1956,  Dr.  Wertman  is  author 
of  more  than  50  scientific  publications  on  medical  microbiology  and  immunology. 

He  is  a member  of  the  American  Society  for  Microbiology,  Phi  Sigma  XI, 
American  Association  of  Immunologists,  American  Association  of  University 
Professors,  Society  of  Electron  Microscopy,  and  a Fellow  of  the  American 
Academy  of  Microbiology. 
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Carotid  Body  Tumor,  Its  Recognition, 
Resection,  and  Replacement  By  Arterial  Graft 

Philip  M.  Englund,  M.D. 
George  L.  Hoffmann,  M.D.,  F.A.C.S. 

Judson  J.  Calhoun,  D.D.S. 


A case  report  of  the  removal  of  a carotid  body  tumor,  which  necessitated 
||  an  arterial  graft  for  a portion  of  the  common  and  internal  carotid  arteries. 
§|  Complications  were  minimal. 


Nature  endows  living  forms  not  only  with  the 
mechanisms  necessary  to  support  their  existence 
but  often  lavishly  duplicates  and  secretes  use- 
less or  puzzling  appendages.  The  carotid  body 
seems  to  fall  into  the  latter  category.  Closely 
enveloping  the  carotid  artery  at  its  bifurcation, 
protected  by  the  overhanging  angle  of  the  man- 
dible, it  can  regulate  pulmonary  ventilation 
when  urged  by  changes  in  the  acidity,  oxygen 
or  carbon  dioxide  in  the  arterial  blood.  Other 
methods  of  regulation  of  the  oxygen  supply  to 
the  body  are  available  and  the  carotid  body  is 
seldom  called  to  dramatic  usefulness  and,  like 
mosquitos,  one  can  do  quite  well  without  them. 
The  only  mischief  of  which  this  organ  is  capa- 
ble is  to  undergo  tumefaction.  Few  organized 
collections  of  cells  can  boast  of  sPch  resistance 
to  pathologic  change. 

Carotid  body  tumors  are  rare(l).  Because  of 
a slow  rate  of  growth,  the  low  index  of  suspi- 
cion, and  the  rarity  of  malicious  consequences 
of  its  presence,  many  tumors  do  not  come  to  the 
attention  of  the  physician.  Approximately  350 
patients  have  been  reported  with  proved  carotid 
body  tumors! 

The  patient  is  urged  to  seek  medical  advice 
because  of  an  enlargement  in  the  neck  or  more 
rarely  because  of  neurologic  symptoms : a droop- 
ing lid;  thickness  of  speech;  fainting.  The  pre- 
operative differential  diagnosis  lies  among  bra- 
chial cyst,  metastatic  carcinoma,  neurofibroma 
or  carotid  body  tumor.  The  correct  preopera- 
tive diagnosis  is  seldom  made.  When  made,  it 
is  by  a suspecting  physician  who  finds  a firm, 
non-tender  mass  on  either  side  of  the  neck,  just 


below  the  angle  of  the  mandible,  varying  in 
size  from  2 cm.  to  6 cm.,  intimately  associated 
with  the  carotid  artery  and  freely  movable  lat- 
erally but  not  in  the  vertical  plane.  It  has  no  ex- 
pansile pulsation  of  its  own.  It  has  been  present 
from  two  to  six  years  with  no  startling  change 
in  size. 

The  carotid  body  was  first  described  more 
than  200  years  ago  by  Albrecht  von  Haller,(2) 
who  walked  with  such  diverse  personalities  as 
Voltaire  and  Casanova.  A tumor  of  the  carotid 
body  was  removed  by  Riegner  in  1880,  accord- 
ing to  F.  Marchand  who  was  careful  enough  to 
record  the  feat.  As  early  as  1903  Scudder  re- 
moved such  a tumor  in  the  United  States. 

It  is  difficult  to  resist  removal  of  any  foreign 
growth  or  unusual  appendage.  A carotid  body 
tumor  is  no  exception.  Everyone  seems  to  be 
agreed  that  the  neck  should  be  explored.  Once 
it  is  apparent  that  the  carotid  body  has  under- 
gone usual  growth  change,  the  treatment  is 
not  quite  so  clear.  “Situated  as  they  are,  in  inti- 
mate relation  to  the  carotid  bifurcation,  their 
surgery  is  attended  by  the  hazard  of  cerebral 
ischemia.  Left  alone,  the  patient  runs  the  risks 
of  a progressively  enlarging  tumor,  of  uncertain 
innocence,  in  the  neck  ”.  ( 1 ) 

Several  thoughtful  investigations  into  the  sub- 
ject have  been  made.  (1,2, 3,4, 5)  Most  feel  that 
surgical  exploration  should  be  made  and  if  feas- 
ible (without  interrupting  the  carotid  artery) 
the  tumor  should  be  removed.  If  removal  ap- 
pears to  be  complicated  and  the  carotid  artery 
must  be  divided  it  should  be  replaced  by  a 
graft,  thus  somewhat  decreasing  the  possibility 
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of  producing  cerebral  ischemia  and  its  attendant 
gloomy  series  of  neurologic  catastrophies.  Sev- 
eral patients  have  now  survived  replacement  of 
the  common  and  internal  carotid  segments  in- 
volved.^) Due  to  unavoidable  local  trauma  to 
nerve  pathways  in  the  area,  hypoglossal,  spinal 
accessory,  vagus,  or  sympathetic,  paralysis  are 
frequently  present  singly  or  in  combination.(2) 

The  following  case  report  involves  the  suc- 
cessful removal  of  a carotid  body  tumor  with 
sacrifice  of  the  internal  carotid  artery  and  the 
replacement  of  it  by  a graft. 

CASE  REPORT 

A 38-year-old  truck  driver  presented  himself 
to  one  of  us  (JJC)  because  of  aching  pain  in 
both  jaws  for  four  days.  No  cause  could  be 
found  for  the  pain  in  the  oral  cavity,  but  the 
oral  surgeon  palpated  a mass  below  the  left 
mandible  and  he  was  referred  to  one  of  us 
(PME)  for  a medical  evaluation.  The  aching 
radiated  into  the  left  submandibular  region 
where  he  had  noticed  a small,  occasionally  ten- 
der, swelling  for  the  past  year.  He  thought  the 
swelling  had  increased  in  size  during  that  period 
of  time.  Jarring  motion  of  the  body  while  riding 
over  rough  roads,  he  says,  sometimes  resulted 
in  a momentary  sharp,  knife-like  pain  in  the 
area  of  the  swelling.  He  had  noticed  no  unusual 
swelling  elsewhere  and  was  generally  in  good 
health.  His  weight  had  remained  constant  over 
the  past  several  years  at  190  lbs.  His  ears 
“drained”  on  one  occasion  while  in  combat  in 
World  War  II.  There  has  been  no  trouble  with 
his  ears  since.  He  was  confined  to  his  home  in 
1948,  spending  more  than  a month  in  bed  be- 
cause of  a “touch”  of  pneumonia  while  living  in 
Arizona.  This  was  accompanied  by  pleuritic- 
type  pain,  fever  and  cough.  No  chest  x-ray  was 
taken. 

The  physical  examination  revealed  him  to  be 
healthy  appearing.  Chronic  cystic  acne  was 
present  on  his  face,  neck  and  upper  thorax.  The 
eyes,  including  the  occular  fundi,  were  normal. 
No  evidence  of  infection  was  present  in  the  ton- 
sils. On  the  left  side  of  the  neck,  lying  1 cm. 
below  the  angle  formed  by  the  mandible  and 
the  sternocleidomastoid  muscle,  and  deep  to  the 
later  structure  was  a firm,  slightly  tender  mass 
measuring  1x2  cm.  which  appeared  to  bear  an 
intimate  relation  to  the  carotid  artery.  The  tu- 
mor transmitted  the  pulsations  of  the  underly- 
ing artery  but  was  not  expansile.  No  bruit  was 


heard  over  the  mass.  The  neck  was  free  of  any 
other  abnormality.  The  heart,  lungs,  and  abdo- 
men were  normal.  A complete  examination  of 
the  nervous  system  was  normal. 

The  hemoglobin  was  15  gms.,  the  WBC  count 
9,800,  and  the  differential  count  was  normal. 
The  urine  specific  gravity  was  1.022  with  no 
sugar  or  albumin.  Skin  tests  were  done  and 
showed  no  reaction  to  tuberculin,  but  the  intra- 
dermal  test  using  coccidiodin  gave  an  angry  re- 
sponse. X-ray  of  the  chest  in  the  posterior-an- 
terior and  lateral  projections  showed  no  abnor- 
malities. 

The  initial  clinical  impression  was  carotid 
body  tumor.  Surgical  exploration  of  the  left  side 
of  the  neck  was  carried  out  by  one  of  us  ( GLH ) . 

Surgical  exposure  ( GLH ) was  difficult  be- 
cause of  pronounced  vascular  adherence  to  the 
surrounding  tissues.  It  was  evident  that  the  tu- 
mor could  not  safely  be  peeled  from  the  carotid 
bifurcation.  Accordingly,  the  tumor  was  excised 
together  with  a segment  of  the  involved  carotid 
artery.  A Teflon  graft  "IVz  inches  long  was  placed 
and  served  to  establish  flow  between  the  com- 
mon and  internal  carotid  arteries.  The  branches 
of  the  external  carotid  were  ligated. 

Postoperatively,  the  patient  experienced  tran- 
sient difficulty  swallowing  and  thickness  of 
speech  because  of  temporary  vagus  and  hypo- 
glossal nerve  palsy. 

Sections  of  the  tumor  showed  moderate  vas- 
cularity with  a mixture  of  epithelial-like  cells 
and  fibrous  stroma.  The  artery  was  thick  walled 
but  not  invaded  and  no  mitotic  figures  were 
seen. 

SUMMARY  AND  CONCLUSIONS 

The  removal  of  a carotid  body  tumor  and  a 
portion  of  the  common  and  external  carotid  ar- 
tery and  its  replacement  with  a Teflon  graft  is 
reported.  Various  diagnostic  features  of  such 
tumors  are  emphasized. 
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Panel:  Care  of  the  Patient  With 
Advanced  Malignant  Disease 


Moderator:  Darwin  W.  Neubauer,  M.D. 
Panelists:  Bishop  Francis  J.  Green 
Jeanne  C.  Bateman,  M.D. 
C.  Howard  Hatcher,  M.D. 
Roy  Hertz,  Ph.D.,  M.D. 
Henry  S.  Kaplan,  M.D. 
Harold  W.  Kohl,  M.D. 
Charles  P.  Neumann,  M.D. 

A discussion  by  a Catholic  Bishop,  Internist,  Orthopedist,  Radiologist, 

| Psychiatrist,  Oncologist  and  Research  Clinician  of  the  philosophy  of  how 


i far  medical  care  should  be  continued  in  the 


Dr.  Neubauer:  This  panel  devoted  to  “Care  of 
the  Patient  With  Advanced  Malignant  Disease” 
will  be  started  by  asking  the  members  to  give  a 
short  talk,  presenting  any  particular  thoughts 
they  might  have  related  to  this  problem.  During 
that  time  if  you  will  write  out  such  questions  as 
you  might  have  we  will  present  them  for  dis- 
cussion. 

Bishop  Green:  First  of  all,  I should  apologize 
for  being  here.  I am  not  of  the  medical  profes- 
sion, as  you  know.  But  we  do  have  something 
in  common.  We  both  take  care  of  the  same 
subject.  And  a doctor’s  area  of  course  is  the  body 
but  not  entirely  divorced  of  the  soul.  And  the 
priest  or  minister’s  area  is  the  soul  but  not 
divorced  of  the  body.  Both  form  a very  complex 
subject  upon  which  to  work.  And  of  course,  more 
often  than  not,  doctors  and  priests  meet  at  the 
same  place,  the  bedside  of  a patient.  And  as  a 
clergyman,  I think  I can  speak  for  all  faiths.  We 
have  tremendous  respect  and  tremendous  ad- 
miration for  the  work  of  the  doctors  and  what 
they  do  in  alleviating  pain  and  restoring  people 
to  good  health. 

One  of  the  problems  that  has  confronted 
priests  and  ministers,  I suppose,  is  the  problem 
of  people  with  incurable  diseases.  Just  how  far 

Panel  Discussion  presented  at  the  Ninth  Annual  Cancer  Seminar 
of  the  Arizona  Division,  American  Cancer  Society,  Tidelands 
Motor  Inn,  Tucson,  Arizona,  on  January  IS,  1961. 


hopeless  case  of  cancer. 


should  a doctor  go  to  keep  the  patient  alive? 
The  theology  is  rather  queer  on  it.  It  says  that 
we  must  always  take  normal  means  to  keep 
us  in  health,  keep  us  in  life.  So  the  question 
always  comes,  “What  are  the  ordinary  means, 
and  what  are  the  extraordinary  means?”  And 
I think  perhaps  it  was  best  brought  out  by  one 
of  the  doctors  in  Tucson  who  called  me  up  many 
years  ago  and  said,  “Doctor,  here  is  a patient 
that  you  know  very  well.  He  has  been  living  an 
animal  existence  for  the  last  six  or  seven  years. 
He  is  no  good  to  himself,  evidently,  and  he  is 
no  good  to  his  family.  Now  he  has  developed 
pneumonia.  What  is  my  responsibility?  Should 
I give  him  these  modern  drugs  that  we  have 
and  cure  the  pneumonia  and  continue  his  ex- 
istence for  the  next  several  years,  perhaps?  Or 
can  I forego  giving  him  these  and  let  nature 
take  its  course?’’  I think  that  same  problem 
comes  up  every  once  in  a while  as  far  as  cancer 
is  concerned,  as  far  as  terminal  cancer,  any- 
how, as  we  say.  How  far  should  a doctor  go 
to  maintain  his  patient  in  existence?  Should  he 
use  every  sort  of  method  at  his  disposal?  Or 
does  he  just  level  off?  Technically  speaking  it’s 
a question  that  could  be  answered  by  the  medical 
profession,  because  from  the  theology  of  it,  it 
depends  upon  what  is  normal  procedure  and 
what  is  extraordinary  procedure. 
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Now  from  my  point  of  view,  I think  that 
there  are  three  reasons  why  a patient  should  be 
kept  alive.  One  reason  is  with  the  hope  that  some 
cure  or  some  method  might  be  arrived  at  by 
which  he  can  be  re-established  in  fairly  good 
health.  The  other  is  for  his  own  spiritual  de- 
velopment, for  the  development  of  his  per- 
sonality. Sickness  many  times  is  the  thing  that 
makes  us  men.  As  we  are  alive,  we  have  every- 
thing at  our  control  — we  cease  to  live.  We 
don’t  face  problems.  Sickness  is  one  of  the  prob- 
lems we  can’t  avoid.  We  have  to  face  it.  And 
there  is  from  the  point  of  view  of  theology,  at 
least,  something  conditioning  in  pain  — it  is 
good  to  suffer  at  times.  It  is  good  to  feel  cold, 
because  then  you  will  appreciate  a warm  house. 
It  is  good  to  feel  heat,  because  then  you  ap- 
preciate a cool  house.  So  on.  But  of  course  there 
are  limits  to  the  pain  that  we  should  suffer.  And 
then  finally  there  is  a third  area  that  I think 
is  important,  and  that  is  the  benefit  it  gives 
a doctor  to  devise  methods  or  devise  means  by 
which  he  might  not  only  help  that  patient  but 
patients  that  would  come  to  him  in  the  future. 
But  to  carry  on  the  existence  of  a patient  in 
a vegetative  way,  to  keep  him  under  narcotics 
all  the  time  so  that  he  is  not  able  to  be  of  any 
help  to  himself  or  to  his  family,  I think  there 
is  an  area  there  that  could  be  discussed,  and 
it  should  be  discussed  very  definitely.  Maybe 
one  of  the  doctors  would  like  to  take  on  from 
there  and  we  could  come  back  again  to  some 
of  these  questions,  doctor. 

Dr.  Hertz:  The  problem  before  us  is  the  care 
of  the  patient  with  advanced  malignant  disease 
as  stated.  At  the  outset,  first  thing  I would 
emphasize  is  that  were  I to  rewrite  the  title  of 
this  panel,  it  would  not  refer  to  the  patient  with 
advanced  malignant  disease.  We  feel  that  a 
patient  with  advanced  malignant  disease  is 
either  Mr.  Smith  or  Mr.  Jones  or  Mr.  Brown  with 
advanced  malignant  disease.  He  is  a distinct 
individual,  a personality  and  entity  who  has 
come  to  his  present  state  through  a very  long 
series  of  personal  experiences  and  conditioning, 
both  physical,  material  and  spiritual  which 
creates  in  his  case  a specific  problem  that  re- 
quires detailed  specific  individual  evaluation  on 
the  part  of  all  of  those  who  have  to  deal  with 
his  problem.  And  because  of  the  highly  distinc- 
tive character  of  the  human  personality  which 


the  Bishop  may  care  to  refer  to  as  the  soul,  it 
becomes  essential  that  we  do  not  make  any 
generalizations,  that  we  consider  the  problem 
before  us  in  relation  to  that  specific  individual’s 
problem,  both  physical,  emotional,  spiritual  and 
otherwise.  For  this  reason,  we  feel  that  we  must 
completely  and  entirely  individualize  the  hand- 
ling of  the  problem.  We  must  evaluate  the  ca- 
pacity of  this  individual  to  adjust  to  the  problem 
which  is  before  him  and  help  him  in  that  adjust- 
ment in  the  most  effective  way  that  we  can 
devise  in  relation  to  his  specific  situation.  This 
requires  the  coordinated  effort  not  only  of  a 
physician  but  of  his  spiritual  guide,  social 
workers,  in  many  instances  of  psychiatrists  who 
specialize  in  certain  areas  of  the  problem  which 
this  individual  represents.  And  it  requires  a de- 
gree of  coordination  in  effort  among  these  indi- 
viduals which  is  altogether  too  often  lacking  and 
not  properly  brought  about.  And  for  lack  of  this 
coordination,  it  becomes  necessary  for  one  in- 
dividual who  is  closest  to  the  patient  in  relation 
to  his  care  to  accept  the  over-all  responsibility 
for  his  adjustment.  Now  the  major  features  of 
this  adjustment  have  to  do  with  the  patient’s 
immediate  concern  for  his  future.  The  patient 
will  suffer  pain,  will  undergo  innumerable  sur- 
gical procedures,  will  accept  the  toxicity  of 
many  of  the  drugs  that  we  have  been  talking 
about.  But  his  major  concern  is  his  relationship 
to  his  future.  And  in  guiding  him  in  evaluating 
the  potentialities  of  his  future,  we  have  to  com- 
promise between  the  actualities  of  what  we  can 
anticipate  and  what  we  think  that  particular 
individual  can  tolerate  and  accept  and  adjust  to. 
And  this  is  a matter  of  skill  in  human  relation- 
ships which  taxes  us  very  frequently.  And  not 
infrequently  we  make  some  very  serious  mis- 
takes in  our  evaluation. 

It  has  been  my  observation  that  by  and  large 
we  can  expect  a degree  of  objectivity  and  emo- 
tional control  and  capacity  to  adjust  to  reality 
from  women  to  a much  greater  degree  than  in 
general  we  can  expect  from  men  afflicted  with 
the  same  problems  under  the  same  circum- 
stances. And  in  general  I find  the  female  pa- 
tient, especially  one  who  has  borne  children,  who 
has  had  a rather  considerable  background  of 
physical  duress,  can  accept  these  realities  and 
adjust  to  them  in  a better  fashion  than  can  the 
male  members  of  the  population  whose  stresses 
are  of  equal  degree  and  of  equal  significance. 
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Now  on  the  other  hand,  the  male  members  of 
our  society  as  we  have  to  deal  with  them  (we 
are  talking  about  adults,  largely  — we  should, 
I think  at  some  point  come  to  a consideration  of 
the  problem  of  children  in  this  regard)  have  a 
concern  for  the  provision  of  others  beyond  their 
own  immediate  needs.  As  heads  of  households 
and  heads  of  families  their  concerns  are  dif- 
ferent from  what  we  find  among  the  mothers 
and  the  wives  with  whom  we  have  to  deal.  In 
each  instance,  it  is  necessary  to  adjust  our  coun- 
cil to  these  specific  concerns.  And  at  times  we 
must  become  involved  to  a degree  with  these 
specific  concerns  which  lead  us  beyond  the 
limitations  of  our  skills  as  physicians,  which 
really  is  the  basis  for  which  we  are  originally 
consulted.  There  is  a fine  line  of  balance  which 
the  physician  has  to  draw  between  those  areas 
in  which  he  has  some  special  capacity  and  those 
areas  in  which  his  capacities  for  council  and 
guidance  is  extremely  limited.  So  it  becomes 
necessary  for  us  to  step  out  of  this  area  of  con- 
sultation at  certain  not  specified  but  adjudged 
areas  at  the  periphery  of  the  conditions  with 
which  the  patient  is  concerned  and  give  over  to 
others  whose  special  training  and  responsibility 
qualifies  them  much  more  appropriately.  We 
find  ourselves  doing  this  daily  with  the  other 
members  of  our  team  whose  special  qualifica- 
tions I have  already  mentioned.  This  I think 
serves  to  provide  the  patient  with  more  effective 
council  in  relation  to  his  or  her  major  concern, 
and  that  is  the  relation  of  her  illness  to  her 
future,  the  relation  of  his  illness  to  his  future. 
It  is  this  major  concern  which  we  must  con- 
stantly keep  in  mind  in  trying  to  be  as  truthful 
as  the  circumstances  permit  us  to  be,  and  yet 
having  the  capacity  to  state  untruths  without 
breach  of  conscience  and  to  at  the  same  time 
be  able  to  transmit  the  truthfulness  of  the  situa- 
tion to  responsible  members  of  the  family. 

That  again  puts  an  additional  stress  on  our 
judgment  as  to  which  members  of  which  families 
are  the  proper  recipients  of  such  consultation. 
Legally,  it’s  the  next  of  kin.  That  is  the  wife, 
or  if  the  wife  or  husband  is  not  surviving  the 
oldest  son  and  so  on.  This  is  the  legal  con- 
sideration. All  too  often  we  find  that  the  legal 
requirement  puts  on  us  a restriction  and  a 
limitation  which  is  totally  impractical.  In  this 
instance  I have  to  confess  that  we  very  fre- 
quently and  as  a matter  of  necessity  simply  defy 
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the  law  and  convey  communications  which  are 
regarded  as  privileged  to  individuals  who  from 
a legal  standpoint  may  not  be  entitled  to  those 
communications.  Then  again  the  physician  has 
to  be  very  careful  in  his  infraction  of  the  law, 
because  he  can  find  himself  in  a very  awkward 
position  in  these  complicated  relationships,  hav- 
ing conveyed  information  to  one  member  of  a 
family  who  is  not  the  legally  qualified  recipient 
of  that  information,  and  he  can  get  himself 
almost  into  as  bad  a hole  as  I have  gotten 
myself  into  in  this  present  discussion.  With  that, 
I think  I will  terminate  and  pass  right  on. 

Dr.  Kohl:  The  farther  down  the  line  one  is  in 
a panel,  the  less  he  has  to  say  because  the  pre- 
ceding speakers  have  usually  covered  all  the 
thunder  that  we  have  decided  to  talk  about. 
It  comes  to  my  mind  that  most  of  us  will 
remember  the  time  ( and  I am  afraid  it 
still  exists  in  certain  instances)  when  the  far 
advanced  or  terminal  cancer  case  was  rather 
shunted  off  into  a rest  home  and  forgotten.  A 
distinction  in  talking  about  an  advanced  case 
or  advanced  cases  of  cancer  probably  should 
have  a subtitle  of  the  terminal  cancer,  also.  I 
think  there  is  quite  a difference  between  the 
care  of  advanced  cancer  with  some  hope  of 
having  a useful  life,  or  possibly  a number  of 
months  if  the  proper  medication  and  the  proper 
methods  are  used  to  prolong  that  useful  life, 
and  I want  to  underline  that  word,  “useful,”  and 
the  case  that  is  beyond  any  known  help  that 
we  have  in  our  hands  at  the  present  time.  The 
question  that  Dr.  Hertz  has  brought  up  as  to, 
that  we  are  all  confronted  with  about  telling 
the  patient  that  is  suffering  from  advanced  and 
possibly  terminal  cancer,  telling  him  his  prob- 
lem, is  a very  difficult  one  to  handle  — some 
patients  of  course  should  not  be  told;  others  — 
one  is  amazed  when  he  finally  does  tell  his 
patient  how  much  this  patient  appreciates  the 
fact  that  he  is  now  aware  of  his  condition.  A 
terminal  state  of  course  is  a pretty  hard  thing 
to  define,  too.  A patient  may  go  on  for  years, 
certainly  for  months  and  months,  after  a doctor 
feels  that  it  is  a matter  of  days.  It  is  rather 
necessary  that  the  attending  physician  does  not 
make  any  estimation  whatsoever  as  to  the  length 
of  time  this  patient  has  to  live.  In  our  care  of 
these  cases,  it  seems  to  me  that  in  the  cases  that 
aren’t  terminal,  everything  possible  must  be  done 
to  prolong  a useful  life.  We  heard  a very  good 
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discussion  just  before  this  panel  by  a member 
of  this  panel  on  the  use  of  some  of  the  new 
ehemotherapeutics,  and  what  results  have  been 
obtained  in  prolonging  useful  life.  Then  we 
must  consider,  when  those  methods  have  reached 
their  limitations,  of  the  tranquility  of  the  mind 
and  soul  of  the  patient.  I am  afraid  too  often 
the  attending  physician,  and  I certainly  fall 
into  that  category  many  times,  does  not  spend 
enough  time  with  these  people.  He  will  call  on 
them  in  a perfunctory  manner,  examine  him  or 
her,  maybe  spend  fifteen  or  twenty  minutes  and 
be  gone.  It  is  surprising  how  much  one  finds 
if  they  do  take  time,  how  much  the  individual 
so  afflicted  wants  to  talk  with  his  doctor.  You 
can  spend  an  hour,  two,  three  hours  sometimes. 
Sometimes  they  will  tell  a doctor  what  they 
won’t  tell  their  priest  or  their  minister  or  their 
rabbi  or  even  their  psychiatrist.  I think  we 
should  spend  more  time  with  them  if  there  is 
some  way  of  finding  that  time.  Then  the  third 
thing  that  we  must  do  of  course  is  to  insure 
comfort  of  the  body,  relief  of  pain,  with  the 
least  harmful  pain  killing  agent  that  we  find 
adequate.  Then  the  question  of  the  use  of  re- 
animation techniques  always  comes  up  when 
the  patient  is  really  terminal  or  comatose.  Should 
one  use  reanimation  drugs  or  techniques?  In  my 
own  opinion,  it  is  unmoral  to  do  that.  And 
usually  if  one  will  talk  with  the  family  and  the 
patient  is  unaware  of  his  surroundings,  if  one 
will  talk  with  the  family,  the  responsible  mem- 
bers of  the  family,  they  will  usually  say,  “no, 
don't  do  it.”  Too  often  huge  sums  of  money  are 
spent  for  reanimation  techniques  which  prolong 
life  a matter  of  days,  possibly,  when  that  money 
could  be  better  used  to  care  for  the  survivors 
after  the  head  of  the  family,  especially,  has 
passed  on. 

If  I talk  any  more,  Dr.  Neumann  may  not 
have  anything  to  say.  So  I’ll  stop  right  there. 

Dr.  Neubauer:  I hesitate  to  call  on  Dr.  Neu- 
mann, because  the  last  time  a psychiatrist  dis- 
cussed this  problem,  he  told  me  that  the  problem 
was  not  that  of  the  patient,  but  it  was  the  com- 
pulsive, obsessive  personality  of  the  doctors 
involved.  Dr.  Neumann. 

Dr.  Neumann:  No,  on  the  contrary,  I am 
interested  and  was  thinking  back  last  night  how 
good  a job  the  attending  physicians  and  the 
surgeons  do  with  these  people,  because  it  is 


surprising  in  the  ordinary  practice  in  a com- 
munity how  few  of  these  people  get  to  phy- 
chiatrists.  And  I think  that  is  a compliment  both 
to  the  patients  and  to  the  team  that  is  working 
with  them.  Now  I can  see  where  this  would 
vary  in  various  groups  and  various  situations, 
but  on  the  whole  I am  amazed  at  how  few 
people  I see  after  they  have  had  cancer  because 
of  their  emotional  reactions  to  cancer.  I don’t 
say  I never  do,  but  I am  surprised  at  how  few. 
I think  this  is  the  result  of  a lot  of  things,  and 
one  is  due  in  large  part  to  this  very  organiza- 
tion, and  that  is  the  better,  more  widespread 
information,  the  better  understanding,  and  the 
earlier  recognition  and  treatment  of  these  pa- 
tients. And  the  age  old  question  that  always 
comes  to  us  is,  “Should  you  tell  the  patient,  or 
what  should  you  tell  the  patient?”  Well,  I think 
that  there  are  two  controlling  factors  in  this 
thing,  and  one  is  that  with  the  information  that 
has  been  spread  around  today  and  with  the 
general  level  and  education  and  knowledge  that 
people  have  today,  it  is  pretty  hard  today  to 
fool  them.  And  you  can’t  fool  a family,  a whole 
family,  or  very  many  people  for  very  long,  an 
old  Barnum  saying  of  fooling  some  of  the  people 
some  of  the  time,  and  I think  it  is  very  true  and 
very  limited. 

The  second  thing  is  that  a psychiatrist,  if  you 
stop  to  think  about  it,  is  primarily  dealing  with 
people  who  have  rather  nebulous  problems  that 
they  can’t  get  a grasp  of  and  that  they  need 
help  in  gaining  a perspective  on  or  adjusting 
to.  But  people  when  they  are  faced  with  real 
problems  really  do  surprisingly  well.  So  that 
I feel  very  definitely  in  most  instances  that  a 
frank  approach  to  the  patient,  a frank  approach 
to  the  family,  the  very  necessary  support  of  the 
priest,  minister  or  rabbi  and  the  doctor  has 
made  a step  in  the  right  direction  and  so  has 
the  patient.  From  there  on,  the  continued  frank 
approach  I think  is  one  which  pays  huge  divi- 
dends, not  only  to  the  patient  but  also  to  the 
family  and  to  the  doctor.  A little  time,  as  Dr. 
Kohl  said,  spent  with  the  family  answering  their 
questions,  the  ones  I do  see  are  mostly  the 
patients  who  don't  have  their  questions  answered 
by  their  own  doctors.  And  surprisingly,  most  of 
these  questions  can  be  answered  by  a doctor 
and  by  their  family  physician  or  their  surgeon 
better  than  they  can  be  answered  by  me  or 
any  other  psychiatrist.  I think  that  the  planning 
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should  continue,  not  only  through  the  terminal 
stage  but  after  the  terminal  stage.  And  if  I have 
only  one  criticism,  and  that  is  meant  in  a very 
gentle  manner,  we  are  all  too  prone  that  when 
the  patient  dies  the  doctor  says,  “Well  that  is 
the  end  of  that  case,”  and  goes  on  about  his  own 
very  hurried  business  and  does  not  see  the 
family  until  after  the  particular  patient  has  gone 
on.  And  these  are  the  people  who  then  have 
the  tremendous  reactions  that  do  end  up  — its 
the  families  rather  than  the  patient  that  end  up 
in  my  office  and  in  other  psychiatrist’s  offices. 
And  if  I have  any  plea,  it  is,  “Remember  the 
family  — not  only  the  patient  and  not  only  during 
the  illness."  Thank  you  very  much. 

Dr.  Neubauer:  Dr.  Bateman,  if  I may  ask  you 
to  include  one  item  which  you  discussed  the 
other  night  at  the  Air  Base  and  haven’t  men- 
tioned again  — I wonder  if  you  would  include 
it  in  your  comments  today  of  your  thought  of  a 
malignancy  being  a chronic  disease  and  hand- 
ling it  in  that  manner. 

Dr.  Bateman:  I’d  like  to  start  by  saying  that 
I certainly  do  agree  with  many  of  Dr.  Neumann’s 
remarks.  And  I’m  not  going  to  tell  you  how  to 
do  things  — you  know  yourself;  but  I’m  just 
going  to  tell  you  how  we  do  it.  We  see  a lot  of 
cancer,  and  sort  of  developed  a little  program. 
We’ve  learned  — I should  tell  you  first  of  the 
hundreds  of  cancer  patients  I’ve  seen  and  see  — 
they  all  know  their  diagnosis.  It  is  incredible 
what  resourcefulness  human  beings  have.  I think 
it  is  not  what  you  tell  a person,  it’s  the  way  you 
tell  a person.  We  find  that  the  sooner  a person 
finds  out  the  nature  of  his  disease,  the  more 
cooperative  he  will  be.  Of  course,  I am  in  the 
spot  where  I have  to  keep  that  patient  coming. 
And  if  he  is  going  to  keep  coming  to  my  office, 
he  really  ought  to  know  why  he  is  coming 
there,  or  else  I am  just  a farce  in  some  way. 
When  we  have  the  patient  referred  to  us,  we 
usually  do  several  things.  First  of  all  — as  soon 
as  I can,  and  that  is  usually  the  first  time  I see 
a patient  — we  usually  sit  down  and  have  a 
little  casual,  heart-to-heart  talk.  I’ll  find  out 
first  how  much  he  knows.  And  lots  of  times  he’ll 
tell  me.  And  that  also  helps  as  far  as  the  family 
is  concerned,  because  sometimes  families  are 
very  frightened  at  their  relatives  finding  out 
the  nature  of  their  disease.  Then  we  discuss  this 
thing  on  the  basis  that  we  are  dealing  with  a 
chronic  disease.  I remind  them,  I ask  them  if 
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they  know  anybody  with  diabetes.  And  there 
are  very  few  people  who  don  t know  somebody 
who  has  diabetes,  or  somebody  with  heart  dis- 
ease, although  there  are  many,  many  other 
chronic  diseases  we  can  compare  this  to.  Those 
diseases  are  better  known  by  more  people.  I tell 
them  that  we  have  done  such  a good  job  in 
medicine,  yet  we  haven’t;  most  diseases  we  don’t 
cure;  and  that  cancer,  and  tumors  — we  usually 
use  the  word  “tumor”  a little  more,  but  they 
know  very  well  what  I am  talking  about  before 
we  get  through  — are  one  of  the  diseases  that 
we  like  to  use  the  word  “control”  for,  rather 
than  “cure.”  And  we  get  all  that  settled,  and 
it  is  amazing  how  free  the  air  becomes  after 
that.  I have  had  husbands  and  wives  walk  out 
of  our  office  arm  in  arm  who  had  had  a skeleton 
between  them,  and  really  it  is  very  gratifying  to 
have  the  air  cleared,  and  from  then  on  to  see 
what  you  can  do  in  the  way  of  rehabilitation. 
And  then  the  next  thing  we  do,  we  get  that 
patient  out  of  the  hospital  and  on  his  feet 
as  soon  as  we  can  and  back  to  his  ac- 
tivity. This  sometimes  bothers  the  family.  It 
used  to  bother  me.  I used  to  feel  real  cruel 
making  patients  with  far  advanced  disease  go 
back  to  work.  But  they  do  so  much  better  than 
when  they  sit  and  look  at  those  four  walls  — 
even  if  they  have  to  go  in  a wheel  chair.  If 
they  aren’t  going  to  work,  and  even  if  they  are 
going  to  work,  we  try  to  encourage  an  activity, 
a hobby  which  means  use  of  the  hands.  Knitting 
is  a good  one  for  the  women,  and  we  have  most 
of  our  women  knitting  sweaters.  They  can  buy 
these  sweater  and  skirt  sets,  and  we  tell  them 
to  bring  it  in,  we  want  to  see  it.  The  men  I had 
a little  more  trouble  with  as  far  as  this  is  con- 
cerned. But  I don’t  know,  maybe  the  men  pa- 
tients I see  are  tougher  than  those  that  Dr. 
Hertz  sees.  They  just  seem  to  have  as  much, 
well,  shall  I say  the  word  “guts”  as  the  women 
do.  I’ve  seen  just  as  much  courage  and  bravery 
and  tolerance  to  their  problems  in  them.  I think 
it  is  an  individual  variation.  But  the  hobby  busi- 
ness is  a little  harder.  I think  men  are  so 
busy  these  days  they  don’t  have  time  to  de- 
velop hobbies  with  their  hands.  But  it  is 
a good  thing  if  you  can  get  them  to  build  a 
little  boat  or  something. 

We  like  our  patients  to  have  some  — it  is 
fortunate  when  a patient  has  some  — practicing 
religion.  It  really  does  help  the  problem,  and 
we  try  to  investigate  that  a little  bit  too,  and 
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encourage  that.  Then  we  keep  our  patient  out 
and  on  his  feet  just  as  long  as  he  can  stand  up, 
even  when  we  are  afraid  he  might  break  a bone 
or  something  — we  know  that  he’ll  break  it 
just  as  soon  in  bed.  And  we  keep  the  patient 
off  the  heavy  narcotics  as  1 have  mentioned  and 
have  managed  on  lighter  ones.  How  we  did  it 
I don’t  know,  but  it  is  possible.  So  that  when 
we  have  a patient  who  finally  really  has  no 
physical  resources  left,  we  admit  him  to  the 
hospital.  And  believe  it  or  not,  it  is  merely  a 
matter  of  hours  — it  is  rarely  longer  than  one 
or  two  weeks  — and  we  let  him  go  to  sleep 
peacefully.  That  is  all  I have  to  say. 

Dr.  Neubauer:  Dr.  Hatcher,  1 wonder  with 
the  comments  that  you  might  have  to  make  if 
you  would  include  how  you  feel  about  the 
Brunchweig  or  Bricker  philosophy  of  super- 
radical procedures? 

Dr.  Hatcher:  Well,  anyone  who  is  going  to 
take  care  of  a cancer  patient  should  be  an  in- 
curable optimist.  I think  all  of  those  who  do 
the  all-American  or  United  Nations  operation 
are,  per  se,  optimists.  And  there  is  a reason  for 
this.  There  is  something  that  can  be  done  for 
anyone,  any  terminal  cancer  patient.  He  has 
pain  — that  pain  can  be  relieved.  As  an  ortho- 
pedic surgeon,  the  ones  1 see  most  commonly 
are  not  the  primary  tumors  of  the  bone  we 
have  been  talking  about  but  the  metastatic 
tumors.  They  have  pathologic  fractures.  They 
can  be  made  much  more  comfortable  by  ade- 
quate fixation  of  that  fracture.  In  fact,  a patho- 
logic fracture  may  be  prevented  if  its  immi- 
nence is  recognized  by  the  modern  intramedul- 
lary rod  which  is  used  so  commonly  in  fractures. 
Metastasis  to  the  spine  causes  intolerable  pain 
and  often  cord  compression.  Those  patients 
should  receive  the  benefit  of  laminectomy  and 
decompression  and  many  of  them  will  be  pre- 
vented from  getting  cord  compression  and  the 
paralysis  which  ensues.  Oftentimes  the  pain  is 
so  severe  and  intractable  to  medications  that 
the  neurosurgeon  may  be  called  on  to  perform 
a cordotomy,  which  under  good  circumstances 
will  give  the  patient  relief  of  pain  and  make  it 
possible  for  him  to  get  along  without  large 
doses  of  narcotics. 

I would  like  to  mention  one  other  thing  in 
connection  with  Dr.  Neumann’s  remarks,  “The 
cancer  patient  of  course  dies.”  The  family  not 
uncommonly  not  only  grants  the  permission  for 
a necropsy  but  requests  it.  That  family  should 


be  asked  to  come  back  and  talk  with  the  doctor 
after  the  necropsy  has  been  performed;  they 
like  to  know  what  has  gone  on  in  this  patient 
who  has  died.  And  the  inevitable  question  that 
will  come  up  is,  “Is  there  anything  hereditary 
in  that  disease  as  you  found  at  the  necropsy?” 
The  assurance  that  there  was  nothing  that  would 
have  a hereditary  nature  is  a great  comfort  to 
them  and  above  that  the  assurance  that  every- 
thing that  could  be  done  was  done  for  this 
patient.  And  I think  that  they  go  away  much 
happier  and  they  are  much  better  off  for  that 
knowledge. 

Dr.  Kaplan:  Well,  I could  certainly  agree  with 
what  has  been  said  by  just  about  everybody  on 
the  panel  thus  far,  and  I could  do  it  at  some 
length,  and  this  would  be  absolutely  deadly. 
Therefore,  I think  I’ll  take  a slightly  different 
track.  I’d  like  to  call  your  attention  to  the  fact 
that  just  about  everyone  who  has  commented 
thus  far  has  construed  the  word  “advanced”  as 
hopeless.  Now  I don’t  think  that  advanced  neces- 
sarily means  hopeless.  I’d  like  to  take  a minute 
to  talk  about  the  obligation  of  the  physician  to 
make  very  sure  that  hopeless  is  really  hopeless. 
I think  in  the  advanced  cancer  patient  it  is  of 
the  utmost  importance  that  a really  authoritative 
opinion  be  offered  to  the  patient  and  to  the 
family  as  to  whether  there  is  in  fact  any  form 
of  definitive  therapy  which  is  still  available.  I 
think  we  are  often  a little  bit  arrogant  in  our 
own  thinking  and  we  sort  of  assume  that  if 
we  don’t  know  what  to  do  about  a particular 
problem  that  nobody  does.  I’ll  remind  you  that 
until  Dr.  Hertz  tried  to  use  Methotrexate®  on 
his  advanced  pleuro-carcinomas  no  one  knew 
how  to  deal  with  the  problem  at  that  stage  of  the 
disease.  Until  Dr.  Hertz  made  this  information 
known  to  some  of  the  rest  of  us,  we  would  have 
been  justified  in  feeling  that  such  cases  are 
utterly  hopeless.  Now  even  though  I myself  may 
not  know  how  to  deal  with  such  a problem,  I 
am  aware  that  somebody  somewhere  in  the 
world  does.  I think  it  is  my  obligation  to  find  out 
equally  for  any  other  kind  of  problem  whether 
there  is  not  some  surgeon,  some  radiotherapist 
somewhere  who  is  trying  some  kind  of  clinical 
experiment  that  offers  some  reason  for  hope.  A 
number  of  examples  come  to  mind  in  the  field 
of  radiotherapy  in  recent  years  which  have  been 
made  possible  by  the  advent  of  very  high  energy 
equipment.  This  is  not  to  suggest  for  a minute 
that  the  high  energy  equipment  as  such  has  rep- 
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resented  a pancrea  or  that  it  sweeps  aside  all  the 
problems  in  the  field  of  clinical  cancer  therapy. 
But  to  pick  one  particularly  horrible  example, 
cancer  of  the  bladder  in  its  relatively  advanced 
stages  has  been  a really  most  difficult  problem. 
Total  radical  cystectomy  has  offered  relatively 
little  after  what  amounts  to  a quite  mutilating 
procedure.  In  the  last  several  years,  a number 
of  institutions  in  which  supervoltage  radiation 
equipment  is  available  have  convinced  them- 
selves, and  I think  could  convince  you,  that  they 
can  achieve  results  in  the  treatment  of  relative- 
ly far  advanced  bladder  cancer  which  were  ut- 
terly impossible  to  conceive  of  just  a few  short 
years  ago.  If  we  are  not  aware  of  these  in  our 
own  local  community,  we  owe  it  to  ourselves 
and  to  the  patients  when  presented  with  such 
a problem  to  find  out  what  is  being  done  at 
some  larger  institution  where  clinical  experi- 
ments of  this  sort  may  be  in  progress.  Another 
example  in  our  own  case  is  the  fact  that  we  no 
longer  regard  all  cases  of  Hodgkin’s  disease  as 
necessarily  incurable  from  the  start.  And  we 
have  found  by  using  radical  courses  of  radio- 
therapy that  we  can  apparently  permanently  ar- 
rest cases  that  have  not  gone  beyond  regional 
dissemination.  These  instances  are  offered  only 
as  examples  to  document  the  point  that  the  doc- 
tor owes  it  to  the  patient  and  to  the  family  and 
to  himself  to  be  utterly  sure  before  he  says  that 
no  definitive  therapy  is  possible.  I think  in  many 
communities  a consultative  tumor  board  is  avail- 
able at  the  local  hospital.  This  is  a good  starting 
place  to  find  out  whether  any  of  one’s  colleagues 
have  any  suggestions  or  have  heard  about  any 
treatment  anywhere  else.  I think  if  that  tumor 
board  cannot  come  up  with  an  answer  but  sus- 
pects there  may  be  something  going  on  some- 
where else,  they  should  not  be  afraid  to  inquire 
in  a larger  metropolitan  center  where  perhaps 
a more  active  tumor  service  is  available  and  a 
wider  experience  may  make  some  suggestion 
come  to  light  which  offers  the  patient  some- 
thing. 

Now  going  back  to  the  cases  that  really  are 
deemed  to  be  hopeless  for  whom  only  palliative 
therapy  or  symptomatic  therapy  is  possible, 
there  are  perhaps  only  one  or  two  small  points 
that  should  be  made.  The  first  is,  I think  it  is 
very  important  for  the  doctor  to  establish  a rap- 
port with  both  the  patient  and  the  family  which 
is  sufficiently  good  in  one  other  respect  to  ob- 
viate a serious  problem.  Many  families  of  ad- 


Original  Articles 

vanced  cancer  patients  are  victimized  by  cancer 
quacks.  I think  we  are  all  aware  of  this.  And 
part  of  the  reason  that  they  are  victimized  is 
they  are  led  to  believe  that  their  own  doctor 
would  be  impatient  with  them  for  coming  back 
to  him  with  questions  about  one  or  another  du- 
bious kind  of  management.  I think  that  many 
of  these  things  can  be  headed  off  if  the  doctor 
goes  to  some  lengths  to  pursuade  the  family 
that  he  would  be  more  than  happy  to  talk  with 
them  about  any  little  scrap  of  paper  that  comes 
to  their  attention  (and  these  are  fed  to  them 
from  all  sources)  which  promises  a miraculous 
cure  for  the  patient  that  he  knows  to  be  hope- 
less. He  should  offer  to  chase  down  for  them 
through  various  channels,  through  the  Cancer 
Society  and  other  channels  that  are  available  to 
him.  Through  this  means  he  will  build  up  in 
them  a confidence  not  only  that  everything  that 
he  knows  about  the  problem  is  being  offered  for 
the  patient,  but  that  any  remote  chance  of  hear- 
ing of  some  new  and  miraculous  discovery  will 
be  pursued  as  far  as  it  actually  can  lead.  In  this 
way  the  patients  and  their  families  will  not  be 
encouraged  to  go  off  to  quacks  in  the  terminal 
stages  of  the  case.  And  finally,  I think  Professor 
David  Smithers  who  is  the  head  of  radiotherapy 
at  the  Royal  Cancer  Hospital  in  London  made 
a very  astute  comment  to  me  several  months 
ago.  He  said  that  he  trains  his  residents  to  feel 
that  they  should  be  more  faithful  in  making 
rounds  in  the  hospital  in  the  completely  hope- 
less cancer  cases  for  whom  they  have  absolute- 
ly nothing  but  symptomatic  treatment  to  offer 
than  they  should  be  with  the  cases  for  whom 
they  had  a far  more  hopeful  outlook,  because 
sometimes  the  mere  fact  that  the  doctor  keeps 
on  dropping  in  on  his  morning  rounds  is  about 
the  only  contact  that  these  people  have  with 
humanity  in  the  sense  of  medical  care.  We  do 
this  on  our  rounds,  and  I have  noticed  that  it 
does  help  the  patients  to  sustain  their  morale. 

Dr.  Neubauer:  Do  we  have  some  questions 
from  the  floor?  Dr.  Plertz,  what  is  your  thought 
about  the  far  advanced  metastatic  breast  cancer 
case?  Do  you  advocate  adrenalectomy,  hypo- 
physectomy? 

Dr.  Hertz:  Adrenalectomy  in  the  patient  with 
advanced  metastatic  breast  cancer  and  in  the 
patient  who  has  previously  responded  to  oopho- 
rectomy indicates  a potentiality  of  about  30  per 
cent  of  cases  responding  with  some  degree  of 
palliative  effect.  The  degree  of  contribution  to 
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that  palliative  effect,  the  necessary  administra- 
tion of  cortisone  as  replacement  therapy  is  al- 
most impossible  to  evaluate  under  operating 
clinical  circumstances.  And  yet,  we  all  agree 
that  it  may  play  some  role.  However  there  have 
been  some  control  series  studies  in  which  cor- 
tisone prior  to  adrenalectomy  has  been  admin- 
istered and  would  indicate  that  prior  cortisone 
by  itself  had  failed  to  produce  the  effect  which 
was  subsequently  observed  following  the  adren- 
alectomy. There  has  been  a recent  survey  of  the 
comparisons  of  the  effectiveness  of  hypophysec- 
tomy  with  adrenalectomy  in  patients  whose 
tumors  may  be  expected  to  be  hormonally  re- 
sponsive and  the  percentage  of  responses  comes 
out  just  about  the  same,  with  a mean  duration 
of  response  somewhere  in  the  neighborhood  of 
six  to  nine  months.  The  duration  of  response 
after  hypophvsectomy  is  just  a little  longer  than 
after  adrenalectomy  but  not  specifically  signifi- 
cantly longer.  Since  adrenalectomy  is  more  gen- 
erally available  in  most  communities  than  hypo- 
physectomy,  it  would  mean  that  the  two  proce- 
dures are  equally  to  be  advocated  and  that 
adrenalectomy  can  be  carried  out  more  readily 
and  with  more  emphasis  because  of  the  medical 
circumstances  in  most  communities.  I think  that 
should  give  you  an  answer  to  this  specific  tech- 
nical problem,  but  I would  suggest,  if  I may, 
that  we  would  do  better  to  try  to  keep  the  dis- 
cussion in  the  area  of  the  more  general  aspects 
of  the  care  of  the  cancer  patients,  for  which  I 
think  we  are  assembled  here  this  afternoon. 

Dr.  Hertz:  I’d  like  to  discuess  the  voluntary 
restriction  of  medical  procedures  of  potential 
benefit  to  the  patient,  pros  and  cons  of  such 
voluntary  restrictions.  For  my  part  from  my  own 
personal  experience,  I can  in  no  particular  case 
find  the  point  at  which  I can  draw  the  line,  as  to 
whether  my  undertaking  will  be  of  ultimate  or 
immediate  or  prospective  benefit  to  a given  pa- 
tient. There  are  areas  in  which  we  doubt  very 
much  that  we  are  going  to  accomplish  anything 
other  than  the  perpetuation  of  the  patient’s  suf- 
fering. I find  it  extremely  difficult  in  any  spe- 
cific case  in  relation  to  this  child  or  in  relation 
to  this  woman  or  this  man  who  is  before  me  to 
say  that  I,  as  a physician,  should  have  the  ca- 
pacity to  make  this  decision  for  this  individual. 
Therefore,  our  operating  procedure  is  to  exert 
any  and  all  effort  in  any  and  all  cases  that  we 
can  for  the  perpetuation  of  the  survival  of  the 
patient,  leaving  to  some  other  force  or  other 


power  the  final  decision  of  the  termination  of 
that  individual’s  survival.  The  practical  aspects 
of  this  are  greater  than  one  would  consider.  The 
fallibility  of  clinical  judgment  in  this  area  is 
tremendous,  and  day  by  day  all  of  us  see  ac- 
complishments which  we  have  not  anticipated, 
developments  which  we  had  no  basis  for  fore- 
seeing or  denying,  and  it  seems  to  me  presump- 
tuous on  the  part  of  any  human  being  to  accept 
for  another  human  being  the  decision  as  to  the 
final  level  at  which  a potential  effort  for  benefit 
to  that  other  individual  should  be  or  should  not 
be  undertaken.  Bishop  Green  implied  in  some 
of  his  discussions  I believe,  unless  I misunder- 
stood him,  that  he  felt  that  in  some  instances 
one  individual  could  make  this  decision  for  an- 
other. Dr.  Bateman  stated  that  she  does  make 
this  decision  quite  frequently.  I would  appreci- 
ate Bishop  Green’s  comment,  and  perhaps  Dr. 
Bateman’s  further  comment  in  this  area. 

Bishop  Green:  I think.  Doctor,  that  you  have 
probably  answered  my  problem  because  you 
said  you  felt  that  there  was  no  case  where  you 
felt  that  there  wasn’t  a possibility  of  doing  some- 
thing for  the  patient.  The  situation  I raise  is 
this,  where  a doctor  would  say,  “I  can  see  no 
possibility  at  all  of  doing  anything  that  will  re- 
lieve or  cure  this  person.  However  we  could  try 
this,  we  could  try  that,  we  could  try  something 
else.”  Even  against  his  better  judgment  he  does 
it  — all  of  which  is  expensive  for  the  family 
without  any  great  hope  on  the  part  of  a doctor 
. . . “Well,  we  could  try  something  else.”  And  I 
think  I am  true  in  saying  this,  that  in  the  minds 
of  many  doctors  they  find  it  very  difficult  to 
come  to  the  family  and  say,  “There  isn’t  any- 
thing that  can  be  done.”  They  have  done  every- 
thing they  know.  But  then  they  said,  “We  might 
try  this,  or  we  could  do  this,  and  we  could  do 
something  else,”  holding  out  a false  hope  that 
the  doctor  himself  doesn’t  have  and  and  the 
family  in  many  instances  is  willing  to  buy  any- 
thing if  it  will  keep,  if  it  will  bring  back  a dear 
one  to  active  participation  in  the  family.  The 
two  points  that  I raised  were,  1 ) I saw*  no  ap- 
parent reason  for  continuing  a person  in  vege- 
tative life  — now  Dr.  Kohl  put  a better  interpre- 
tation on  my  words  when  he  said,  “useful  life.” 
In  other  words  if  he  would  be  a useful  indi- 
vidual either  to  himself,  to  his  own  perfection 
or  to  the  good  of  his  family.  You  know  when 
we  speak  of  the  good  of  the  family,  sometimes 
sickness  is  an  opportunity  for  the  family  to  prac- 
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tice  charity  that  they  don’t  practice  at  other 
times  in  their  family  existence.  A father  or 
mother  can  be  taken  for  granted  until  they  get 
sick  — then  you  find  a reaction  on  the  part  of 
children  that  helps  them  develop  their  person- 
ality. So  that’s  what  I had  in  mind  there.  But  I 
really  was  referring  to  a case  where  a doctor 
himself  would  say,  “I  don’t  see  any  other  thing 
I can  do  except  pull  a rabbit  out!’’  Say,  “Well 
this  has  been  done,  but  we  ll  try  it.”  There  again 
if  there  is  any  possibility  of  bringing  the  person 
back  to  a very  useful  existence  I say  well  maybe 
that  is  worth  it.  But  I think  the  doctor  himself 
would  answer  the  question  in  each  individual 
case  if  he  felt  that  there  was  some  possibility, 
if  you  could  go  from  there  to  something  else. 
And  I did  bring  out  the  point  that  I didn’t  want 
to  overrule  the  fact  that  even  though  you 
couldn’t  do  anything  for  this  individual  patient 
by  attempting  another  therapy  you  might  de- 
velop a technique  that  would  help  another  pa- 
tient later  on.  I think  that  is  an  area  that  you 
could  explore  also.  I don’t  know  whether  I have 
answered  your  question  sufficiently  or  not. 

Dr.  Bateman:  I think  Bishop  Green  is  correct. 
And  I think  I have  probably  been  misunder- 
stood a little  bit.  Obviously,  I wouldn’t  make 
the  decision  to  let  a patient  die  without  discuss- 
ing this  with  his  family.  We  do  not  encourage 
last  minute  use  of  quantities  of  blood  since  we 
are  short  of  blood  in  downtown  Washington. 
We  make  an  all-out  effort  to  keep  our  patients 
out  of  the  hospital  and  on  their  feet  when  there 
is  no  more  resource.  Then  they  go  into  the  hos- 
pital. And  we  discuss  this  with  the  family.  And 
I have  never  had  them,  maybe  with  one  or  two 
exceptions,  fail  to  agree  that  we  shouldn’t  use 
last  minute  blood  transfusions  and  so  forth. 
That’s  all. 

Dr.  Hertz:  May  I simply  say  that  three  of  the 
patients  that  I described  this  morning  of  the  30 
who  are  in  total  remission  were  patients  who 
had  received  respectively  11,  14  and  17  trans- 
fusions in  the  pre-mortem  state.  That  is  about 
all  I can  say.  I might  also  add  that  our  total 
supply  of  blood  in  the  suburban  area  in  which 
we  operate  comes  from  downtown  Washington. 

Dr.  Kohl:  I don’t  want  to  take  any  more  of 
your  time,  but  when  I was  asked  to  serve  on 
this  panel  I didn’t  know  anything  about  it,  and 
so  I started  to  look  up  in  the  literature  a few 
quotations  — one  was  by  Nietzscher,  who  I be- 
lieve was  an  atheist,  if  not  an  agnostic.  He  said 
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that  in  some  instances  it  is  indecent  to  go  on 
living,  implying  self-destruction,  I suppose. 
Then  the  late  Pope  Pius  the  Twelth  made  this 
comment  in  talking  — I think  it  was  about  four 
yeai's  ago  — to  an  international  medical  con- 
vention in  Borne,  “In  deciding  to  use  reanima- 
tion techniques  if  life  is  ebbing  hopelessly,  doc- 
tors may  cease  and  desist  to  permit  one  virtually 
dead  to  go  on  in  peace.’  Then  one  of  the  former 
Archbishops  of  Canterbury  made  this  comment, 
“There  are  undoubtedly  many  cases  which  arise 
in  which  some  means  of  shortening  life  may  be 
justified.”  Now  both  of  these  clerical  leaders 
agree  that  there  is  a point  in  the  terminal  stage 
of  any  illness  when  further  use  of  extraordinary 
measures  is  probably  unmoral,  as  I mentioned 
before.  They  both,  however,  leave  the  decision 
as  to  when  up  to  the  attending  physician.  And 
that  makes  it  pretty  tough. 

Dr.  Hertz:  Actually  no  matter  how  far  we 
progress  every  time  we  find  something  new  we 
also  find  a new  problem.  And  I think  the  word 
“teamwork”  has  been  used  wisely.  But  yet  we 
come  back  to  saying,  “The  physician  makes  the 
decisions.”  And  perhaps  he  is  largely  responsi- 
ble for  it.  But  again  when  you  have  the  physi- 
cian and  the  family  with  an  excellent  relation- 
ship and  you  have  the  assistance  of  the  family 
priest  or  minister  aixd  the  moves  are  followed 
as  you  go  along  one  by  one,  the  very  often,  at 
least  in  my  experience,  the  decision  is  equitably 
and  quietly  reached  and  it  is  shared  by  every- 
one. 

The  decision  finally  devolves  on  the  physi- 
cians. I think  it  behooves  him  to  try  to  define 
those  conditions  and  circumstances  iix  which  he 
recognizes  the  line  below  which  he  will  not  con- 
tinue to  exert  his  best  and  most  competeixt  and 
continuous  effort.  What  I am  trying  to  say  is 
that  I have  never  in  my  entire  clinical  experi- 
ence been  able  to  visualize  the  existence  of  that 
line.  And  I feel  that  those  of  my  colleagues  who 
do  are  in  the  same  measure  that  they  are  able 
to  draw  that  line  to  a certain  extexxt  prepared  to 
destroy  themselves  to  that  same  extent.  Perhaps 
in  my  case  I have  a stronger  feeling  of  self-pres- 
ervation and  therefore  do  not  visualize  that  line 
as  I encounter  it  in  daily  practice  with  these 
patients.  I have  asked  many  of  my  colleagues 
to  try  to  draw  that  for  me  in  relation  to  specific 
cases  or  in  more  general  terms,  and  have  not 
yet  been  able  to  extract  from  them  the  two 
points  between  which  any  line  has  to  be  drawn. 
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5.  Family,  Nieghborhood  and  Community  Shelters 
Solomon  Garb,  M.D. 

The  neighborhood  shelter  is  considered  the  best  form  of  protection.  Its 
advantages  are  cited  and  its  low  unit  cost  is  emphasized.  A partial  answer  §| 
to  the  shelter  problem  of  "my  neighbor"  is  presented. 

Mr.  Archie  Kelley,  director  of  advanced  research  at  AiResearch  Corpora-  || 
tion  of  Phoenix,  at  a recent  Region  VII  Disaster  Meeting,  stressed  the  im-  If 
portance  of  adequate  ventilation  and  fire  product  exclusion  in  this  type  || 
shelter.  He  said  that  "antiblast"  occlusive  valves  should  be  applied  to  all 
air  vents  to  allow  for  exclusion  of  outside  fire  gases  for  six  to  eight  hour  || 
periods.  He  also  said  that  because  of  its  low  service  and  maintenance  fea-  || 
tures  a gas  turbine  engine  might  be  the  best  form  of  independent  power  i§ 


in  such  a structure. 


With  the  developing  interest  in  thermonuclear 
survival  greater  attention  is  being  paid  to  neigh- 
borhood and  community  shelters.  It  is  impor- 
tant to  distinguish  between  these  two  types.  Al- 
though both  are  designed  for  a considerable 
number  of  occupants  there  are  important  dis- 
tinctions between  them. 

The  community  shelter  is  built  or  owned  by 
some  governmental  agency,  either  federal,  state, 
county  or  local.  All  citizens  have  a presumed 
equal  right  to  take  shelter  in  such  community 
structures. 

In  countries  like  Sweden,  community  shelters 
are  built  with  a great  degree  of  protection 
against  blast  and  fire  as  well  as  fallout.  In  the 
United  States,  however,  most  community  shel- 
ters consist  of  modified  basements  of  large 
buildings.  These  give  good  protection  against 
fallout  but  give  virtually  no  protection  against 
blast  or  fire.  Although  they  are  far  from  per- 
fect, their  use  in  emergency  can  save  millions 
of  lives. 

The  neighborhood  shelter  is  a shelter  de- 
signed for  two  to  200  families,  built  in  a resi- 
dential area  and  paid  for  by  contributions  from 
the  families  who  will  be  sheltered  therein. 

A comprehensive  nationwide  shelter  program 
must  of  necessity  include  a variety  of  types  of 

Printed  in  conjunction  with  Missouri  Medicine  and  The  New 
York  State  Journal  of  Medicine. 


shelters  to  meet  different  community  and  fam- 
ily problems.  Community  sponsored  shelters  are 
necessary  for  those  persons  who  live  in  trailers 
or  apartment  houses  and  for  the  protection  of 
persons  who  are  away  from  their  homes  at  the 
time  of  attack.  Those  families  who  live  in  rela- 
tive isolation  must  rely  on  their  own  resources 
for  protection  and  here  the  family  shelter  is  the 
proper  recourse.  However,  for  the  residential 
community,  the  neighborhood  shelter  offers  ad- 
vantages that  cannot  be  matched  by  a commun- 
ity or  family  shelter  program. 

The  advantages  of  a neighborhood  shelter 
may  be  discussed  in  the  following  categories: 
economy,  protection  and  socio-psychologic  as- 
pects. 

1.  Economy. 

By  pooling  construction  expenses,  it  is  esti- 
mated that  the  cost  per  family  will  be  approxi- 
mately one-half  to  three-fourths  of  that  required 
for  the  individual  family  shelter  of  equivalent 
protective  value. 

The  area  allotted  per  person  in  the  neighbor- 
hood shelter  can  be  made  larger  than  that  of  a 
family  unit  and  can  also  obviate  the  crowding 
of  large  numbers  of  persons  that  would  be  nec- 
essary in  a community  shelter.  The  additional 
funds  available  in  the  neighborhood  project 
might  permit  the  construction  of  facilities  which 
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TABLE  1 

PLATE  PIPE  ARCH  FOR  NEIGHBORHOOD  AND  COMMUNITY  SHELTERS 


Cross 

Linear  Feet 

(Main  Pipe  Only) 

Maximum 

Maximum 

Sectional 

Cost  Per  Linear  Foot 

Needed  Per 

Cost  Per  Linear  Foot 

Width 

Height 

Area 

10  Ga. 

8 Ga. 

Person 

10  Ga. 

8 Ga. 

lO’ll” 

71” 

61  sq.  ft. 

$50 

$56 

1.2 

$60 

$67 

mo” 

77” 

71  sq.  ft. 

$55 

$63 

1 

$55 

$63 

would  add  immeasurably  to  comfort,  but  would 
be  prohibitively  expensive  in  a family  shelter. 
Such  additions  might  include  toilet  facilities 
with  septic  tanks  and  the  construction  of  a water 
supply  from  wells.  With  combined  effort,  the 
accumulation  of  proper  equipment  and  supplies 
would  be  less  expensive. 

2.  Protection. 

In  areas  where  construction  costs  are  a limit- 
ing factor  in  building  a shelter  of  adequate  pro- 
tective value,  the  neighborhood  shelter  may  pro- 
vide an  opportunity  for  the  contributions  of 
each  family  to  bring  higher  protective  value  by 
pooling  such  contributions.  Funds  that  would 
be  ordinarily  directed  to  a number  of  minimal 
protection  basement  shelters  might  better  be 
collected  for  the  construction  of  an  underground 
bunker  which  would  provide  some  blast  and 
fire  protection  and  superior  radiation  protection. 

Another  contribution  to  the  improved  protec- 
tion in  a neighborhood  shelter  is  reduction  of 
radiation  to  one  person  as  a result  of  combining 
efforts  of  many  persons.  Over  a period  of  time, 
it  may  be  necessary  to  go  outside  the  shelter  for 
brief  periods.  With  several  families  in  a neigh- 
borhood shelter,  this  duty  can  be  shared  by  sev- 
eral persons  without  excessive  dosage  to  one  or 
two  persons  as  would  be  the  case  in  a family 
unit. 

3.  Socio-Psychologic  Aspects. 

One  of  the  most  common  objections  offered 
to  the  family  shelter  program  is  the  question, 
“What  do  I do  when  my  neighbors  try  to  get 
into  my  shelter?”  The  neighborhood  shelter  is 
the  obvious  answer  to  the  problem.  Such  a group 
is  more  apt  to  influence  individual  hold-outs  in 
the  shelter  program  in  a neighborhood  and  is 
more  able  to  protect  itself  from  vandalism  and 
enemy  activity,  should  troops  be  landed  here. 

The  neighborhood  shelter  lacks  the  immediacy 


of  the  family  shelter  but  provides  quickly  acces- 
sible protection  plus  the  psychologic  assurance 
of  its  proximity. 

The  neighborhood  shelter  would  obviate  much 
of  the  loneliness  of  the  family  shelter.  The  fear 
of  such  confinement  is  a serious  concern  of  those 
who  consider  building  a family  shelter.  The 
neighborhood  program  would  permit  exchange 
of  ideas,  recreational  activities,  playmates  for 
children  and,  most  important,  the  pooling  of 
talents  which  would  make  survival  during  and 
after  an  attack  more  likely.  For  example,  the 
presence  in  a neighborhood  shelter  of  persons 
with  training  or  talents  in  the  fields  of  health, 
carpentry  or  mechanics  would  make  for  added 
comfort  and  increase  survival  and  reconstruction 
chances. 

If  a neighborhood  shelter  is  built  it  is  advised 
that  it  be  planned  to  provide  shelter  from  blast 
and  fire  as  well  as  from  radiation.  The  added 
expense  of  doing  this  is  small.  Neighborhood 
shelters  should  not  ordinarily  be  constructed  in 
the  basements  of  existing  buildings  although 
there  may  be  no  other  alternative.  Whenever 
possible  a neighborhood  shelter  should  be  built 
outside  of  existing  buildings. 

There  are  three  basic  construction  forms  for 
neighborhood  shelters.  At  present  the  most  ex- 
pensive is  a neighborhood  shelter  made  of 
poured  reinforced  concrete.  As  pointed  out  in 
an  earlier  article  these  costs  come  from  relatively 
inefficient  building  practices  used  in  making 
the  forms.  If  reusable  forms  were  available  the 
costs  would  drop  considerably;  however,  they 
are  not  now  available.  With  present  construction 
methods,  a neighborhood  shelter  made  of  poured 
reinforced  concrete  will  cost  between  $200  and 
$700  per  person. 

A second  type  of  neighborhood  shelter  con- 
sists of  84  inch  diameter,  eight  gauge  steel  pipe 
with  appropriate  entrances.  When  covered  by 
at  least  five  feet  of  earth  a structure  of  this  sort 
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offers  a great  deal  of  protection.  The  protection 
factor  against  radiation  is  approximately  50,000. 
Additional  tests  in  actual  bomb  bursts  have 
shown  that  these  shelters  can  readily  withstand 
blast  pressures  well  over  100  p.s.i. 

In  designing  neighborhood  shelters  of  this 
material  it  is  advisable  to  allocate  two  linear 
feet  per  person.  This  is  about  70  cubic  feet  per 
person.  The  cost  of  the  steel  in  the  main  part 
of  the  shelter  will  be  about  $35  per  linear  foot 
or  approximately  $70  per  person  sheltered.  There 
are  the  other  costs  of  providing  entrance  ways, 
and  closures,  ventilation  and  the  cost  of  excava- 
tion. These  will  vary  depending  on  the  number 
of  persons  sheltered,  the  terrain  and  local  labor 
costs  but  should  total  from  $100  to  $150  for  each 
person  sheltered.  This  is  much  less  than  the 
cost  of  an  ordinary  fallout  shelter  when  built 
by  a contractor. 

In  some  cases,  pipe  arch  made  of  corrugated 
plates  bolted  together  can  be  used.  The  corruga- 
tions of  the  plates  are  much  deeper  than  those 
of  ordinary  riveted  corrugated  pipe.  Therefore, 
plates  are  much  stronger  for  a given  gauge  and 
can  be  used  over  a wider  span.  They  are  prac- 
tical for  neighborhood  and  community  shelters. 
Table  1 gives  some  information  on  selected  sizes 
of  plate  pipe  arch.  Many  other  sizes  are  avail- 
able. 

A third  type  of  neighborhood  shelter  is  prac- 
tical only  in  certain  locations.  If  there  are  large 
areas  of  solid  rock  that  can  be  burrowed  into, 


it  will  be  possible  to  build  a neighborhood 
shelter  at  a low  cost.  In  this  case,  however,  at 
least  twenty  families  would  have  to  be  sheltered 
in  order  to  take  advantage  of  the  economy  of 
this  method.  Well-trained  miners  can  blast 
shelters  into  rock  formations  at  a cost  of  $30  to 
$100  per  person  sheltered. 

The  neighborhood  shelter  can  provide  protec- 
tion against  fire  and  firestorm.  If  it  is  in  an  area 
where  there  are  few  combustible  materials  no 
special  provisions  need  be  made.  However  in  the 
usual  residential  area  where  houses  are  fairly 
close  together,  it  may  be  necessary  to  make  spe- 
cial provisions  for  survival  in  case  of  firestorm. 
This  can  be  handled  as  described  in  a subse- 
quent chapter. 

None  of  this  discussion  is  designed  to  mini- 
mize the  importance  of  the  individual  family 
shelter.  For  some  families  who  live  in  rural  areas 
the  family  shelter  is  the  only  possible  solution. 
In  some  neighborhoods  where  the  people  are 
particularly  resistant  to  suggestions  that  they 
provide  for  the  survival  of  themselves  and  their 
descendants,  the  individual  family  fallout  shelter 
may  be  the  only  choice  for  the  prudent  family. 
Nevertheless  it  appears  that  the  neighborhood 
shelter  will  probably  be  the  most  important 
feature  of  a civil  defense  program. 


EDITOR’S  NOTE:  These  civil  defense  articles  are  revisions 
of  the  original  articles  that  appeared  in  the  “New  York  Journal 
of  Medicine”  and  “Missouri  Medicine.”  Revisions  completed  by 
Dr.  Solomon  Garb  in  March,  1962  and  are  now  being  repro- 
duced in  “Missouri  Medicine”  and  “Arizona  Medicine”  simul- 
taneously. 


SHOCK— PATHOGENESIS  AND  THERAPY 

Publication  of  the  proceedings  of  the  June  1961  CIBA-sponsored  international 
symposium  on  shock  in  Stockholm  has  been  announced.  The  volume,  Shock  — 
Pathogenesis  and  Therapy,  covers  every  aspect  of  shock  from  definition  and 
classification  to  the  treatment  of  various  types  of  shock.  The  forty  investigators 
discussed  hemodynamic,  metabolic  and  renal  factors  as  well  as  adjustments  of 
the  central  nervous  system.  Traumatic,  endotoxic,  myocardial,  hemorrhagic  and 
allergic  shock  are  all  included,  along  with  several  chapters  on  therapy.  The 
informal  discussions  and  cross-comments  are  well  cited  and  instructive. 

Copies  are  available  from  Academic  Press  in  New  York  City  at  $13  each. 
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DIAGNOSIS: 

Pyelonephritis 


i 

anisms  and 


of  causative  or- 


NTIBIOTIC:  A.  > 'E  CLOMYCIN 

Dome  thy  Ichlortetracycline  Lederle 

ecause  it  is  highly  effective  against  the  common  patho- 

ens  in  G.U.  infections. 

| 

Jest  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


3ERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


Contents  per  Gm. 


‘Polysporin’® 


'Neosporin’® 


‘Cortisporin’® 


‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 


Tubes  of  1 oz., 

V2  oz.  and  y8  oz. 
(with  ophthalmic  tip) 


Tubes  of  1 oz., 

V2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 


Tubes  of  V2  oz.  and 
ya  oz.  (with 
ophthalmic  tip) 


‘CORTISPORIN’ 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


brand  Ointment 


■ 


WM& 


■■1 


The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘POLYSPORIN’ 


lit 


brand  Antibiotic  Ointment 


Mm 

; 

A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram 
positive  and  gram-nega 
tive  organisms. 

i 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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If  you  have  patients  on  a cholesterol  depressant  diet , this  will  be  welcome  news: 

General  Mills  is  now  making  available,  through  grocery  stores,  a Safflower 
Oil  which  is  totally  acceptable  in  the  diet,  and  which  is  priced  reasonably. 


SAFFOUFE 

Safflower  Oil  VA ^7) 


poly-unsaturated 


SAFFLOWER  OIL 

for  salads,  baking 
'lA  and  frying 


*•»>  SM*' 

. -'Hi* 


As  you  know,  Safflower  Oil  is 
higher  in  poly-unsaturates  and 
lower  in  saturated  fats  than 
any  other  type  of  readily  available 
vegetable  oil. 

When  an  increased  poly- 
unsaturated fatty  acid  intake  is 
desirable,  you  can  recommend 
Saff-o-life  Safflower  Oil.  You 
can  do  so  with  the  assurance  that 
the  patient  will  find  it  completely 
appetizing— clear,  light  and 
fresh-smelling— and  priced  at  a 
level  which  poses  no  problem. 

Ratio  of  Linoleates*  to  Saturates 

*(Poly-Unsaturates) 

SAFFLOWER  OIL  • 9.0  to  1.0 
CORN  OIL  *5.3  to  1.0 
SOYBEAN  OIL  *3.5  to  1.0 
COTTONSEED  OIL  • 2.0  to  1.0 
PEANUT  OIL  • 1.6  to  1.0 

Physicians  who  wish  recipes 
using  Saff-o-life  Safflower  Oil 
are  invited  to  write  directly 
to  General  Mills,  Inc. 

Address  your  inquiries 
to  Professional  Services 
Director,  General  Mills,  Inc. 

Dept.  120,  9200  Wayzata  Blvd., 
Minneapolis  26,  Minnesota. 
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COMPOSITION  AND  DIRECTIONS 

Skim  milk  Sucrose  Niacinamide 

Non-fat  milk  solids  beta  carotene  Tocopherols 

Corn  oil  Vitamin  D3  Pyridoxine 

Soy  oil  Ascorbic  acid  hydrochloride 

Soy  flour  Thiamine  Iron  ammonium  citrate 

hydrochloride  Artificial  flavor 


Approximate  analysis:  Protein  (N  x 6.38) 30.1% 

Fat  (Cholesterol-free) 10.4% 

Carbohydrate  (by  difference) 50.1% 

Ash 5.4% 

Moisture 4.0% 


THE  BAKER  LABORATORIES,  INC. 

Quality  Nutritional  Products— for  over  a quarter  of  a century 
CLEVELAND  15,  OHIO 


DIRECTIONS:  Stir  4 heaping  table- 
spoonfuls of  12-13  (2  oz.  powder) 
into  8 oz.  of  water  in  a glass  or  bowl. 
Each  delicious  serving  provides: 


% of  R.D.A.* 

Calories 230  10% 

Protein 17  Gm.  25% 

Fat 5.7  Gm.  »« 

Carbohydrate...  27.5  Gm.  *» 

Calcium 475  mg.  60% 

Vitamin  A 1250  units  25% 

Vitamin  D 100  units  25% 

Vitamin  E 2.5  units  *« 

Vitamin  C 35  mg.  50% 

Thiamine 0.6  mg.  50% 

Niacin 5.0  mg.  50% 

Riboflavin 0.7  mg.  40% 

Vitamin  B6 2.0  mg.  ** 

Iron 5.0  mg.  50% 


•Recommended  Daily  Allowances, 
National  Research  Council. 

••Not  established. 

Baker’s  12-13  is  available  in 
attractively  packaged  12  oz.  cans. 
Sold  only  in  drug  stores. 


12-13 

DIETARY  SUPPLEMENT 


ABATES  "UNCERTAIN  NUTRITION” 


New  BAKER'S  12-13,  a combination  of  es- 
sential nutrients,  offers  an  effective  aid  for 
management  of  short-term  or  long-term 
supplementation  in  a wide  variety  of  nu- 
tritional problems. 

BAKER’S  12-13  is  indicated  for: 


• geriatric  patients 

• pregnancy  and 
lactation 

• underweight  and 
malnourishment 

• pre-  and  post- 
surgical  patients 

Baker’s  12-13  is  an  economical,  balanced  composite  of  all  known  dietary  essentials:  protein 
—fat— carbohydrate— minerals— vitamins. 

When  “nutrition  is  uncertain”  . . . prescribe  BAKER’S  12-13  for  your  patients. 


• convalescence 

• alcoholics 

• ulcer  patients 

• dieting  patients 

• patients  unable  to 
take  solid  foods 
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"[Banthlne].  Extraordinarily 
effective.  . . . Prefer  even 
newer  Pro-Banthine.  . . .r 


I". ..  diminishes  gastric  secretion  and 
'reduces  gastric  and  intestinal  mo- 
tility  less  liable  than  atropine  to 

produce  dryness  of  the  mouth. . . 


["The  basal  gastric  secretion! 
of  duodenal  ulcer  patients 
may  be  significantly  reduced 
: . . . . The  pain  associated  with 
hypermotility  may  be  promptly 
[relieved.  . . 


T‘[BanthIne]  . . . has  sufficiently! 
selective  action  ...  to  recom- 
mend its  use  as  an  adjuvant 
agent.  . . . [Pro-Banthine] 
cause[s]  fewer  side  effects/^^g 


"Pro-Banthine  may  also  relieve  pain  by  its  effect  on 
the  sympathetic  nervous  system.  It  depresses  gastric 
secretion  and  motility  which  in  turn  diminishes  pan- 
creatic output." 


■■■■is 
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■P 
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“[Banthlne®]  . . . effectively  || 
inhibits  motility  of  the  gas-  * 
trointestinal  and  genitouri-  |j 

nary  tracts. [Pro-^j 

Banthlne]  is  somewhat  more  ■ 
potent.  . . ” — — — 


"The  value  of  Banthlne  . . . can 
be  considered  established.  . . . 
Pro-Banthine  is  a more  potent 
cholinergic  blocking  agent  . . . . 
the  incidence  of  untoward  re- 
actions is  less.” 


:: ; 


. . . its  effect  is  2 to  5 times  greater 
than  Banthlne  and  side  effects  are 
reduced  or  ,Kl,lnl  " - 


r-  m 


PRO-BANTHINE 


(brand  of  propantheline  bromide] 


G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS  Research  in  the  Service  of  Medicine 
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Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release  capsules 
as  MEPROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 


CW-6709 


WALLACE  LABORATORIES  / Cr anbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 

without  causing  ataxia  or 
altering  sexual  function 


2 

3 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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Editorials 


Medical-Religious  Liaison 


Doctors  can  be  stinkers.  They  can  be  as  dog- 
matic, as  doctrinaire  as  a backwoods  preacher. 
They  can  know  all  the  scientific  and  technical 
data  on  a given  case  and  be  totally  insensitive 
to  the  emotional  and  spiritual  needs  of  the  pa- 
tient, who  has  to  live  with  the  disease.  Doctors 
can  make  false  assumptions  in  the  field  of  human 
relationships  and  leave  them  unchallenged.  Were 
the  same  thing  to  happen  in  the  scientific  field 
they  would  be  rapped  out  of  court  in  a flash. 
Doctors  can  be  problems. 

But  they  are  a wonderful  group  of  human 
beings.  The  writer  is  a clergyman  who  counts 
over  thirty  doctors  as  part  of  the  parish  he  serves. 
These  men  are  all  as  different  from  one  another 
as  possible.  Yet  they  share  some  drive  and  char- 
acteristics which  are  priceless.  They  care  about 
people,  their  community,  their  profession.  Some 
uf  them  even  care  about  their  church  as  it  serves 
the  world.  I do  not  find  them  on  the  whole 
insensitive,  doctrinaire,  or  overbearing.  We  have 
a deep  respect  for  their  dedication,  judgment 


and  competence.  They  are  not  problems. 

Yet  problems  do  exist  in  the  communication 
and  cooperation  which  should  occur  between 
medicine  and  religion.  The  establishment  of  the 
new  Department  of  Medicine  and  Religion  by 
the  A.M.A.  is  of  great  interest  at  present.  This 
editorial  is  concerned  with  some  of  the  factors 
that  contribute  to  the  misunderstandings  that 
exist. 

One  of  the  assumptions  often  made  regarding 
religion  in  its  organized  form  is  that  the  clergy- 
man or  rabbi  is  the  representative  of  a particu- 
lar faith.  In  the  area  of  Christian  theology  there 
are  many  top  minds  who  would  gag  at  this. 
The  church  is  made  up  of  people.  The  believ- 
ing group  called  out  by  God  constitutes  the 
church,  not  just  the  one  in  charge  of  sacra- 
ments and  preaching  and  teaching.  In  this 
frame  of  reference,  the  doctor  who  is  a believer 
constitutes  the  church  at  work  in  the  world  of 
healing.  This  is  the  view  to  which  this  writer 
subscribes. 
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“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  bv  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  correct 
it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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For  practical  purposes,  however,  in  the  pa- 
tient’s world  there  are  two  figures  who  dominate 
the  scene.  The  doctor  is  thought  of  as  repre- 
senting the  field  of  science  in  the  art  of  healing, 
and  the  minister  or  clergyman  the  field  of  reli- 
gion. With  this  as  background  it  is  safe  to  write 
of  those  two  disciplines  in  terms  of  the  inter- 
relationship and  interdependence  of  doctor  and 
clergy. 

What  we  have  in  common:  Both  the  doctor 
and  the  minister  have  the  good  of  the  patient 
at  heart.  Whatever  is  done  to  and  with  the 
individual  is  with  the  hope  that  it  will  see 
him  through  the  crisis  of  illness.  Although  there 
are  exceptions  in  Protestantism,  most  clergy 
undergo  a four  year  college  training  and  at 
least  three  years  post-college  training  in  sem- 
inary. As  far  as  time  and  disciplined  interest  go, 
the  clergy  compares  favorably  with  most  doctors. 

Doctor  and  churchman  alike  are  interested 
in  the  strengthening  of  family  life.  I have 
seen  some  of  the  doctors  here  at  the  church  do 
exceptional  jobs  in  speaking  to  teen-age  groups, 
couples  about  to  be  married,  or  families  in 
trouble.  Medical  facts  and  diagnoses  are  not 
their  main  contribution  either.  Many  areas  of 
common  interest  bring  the  two  together  more 
than  some  realize. 

There  are  serious  differences  in  training  and 
point  of  view  between  the  two  professions.  Gran- 
ger E.  Westberg,  University  of  Chicago  pro- 
fessor has  written: 

“It  is  not  going  to  be  easy  to  interest  medi- 
cal people  in  theories  which  speak  of  the  whole- 
ness of  man.  Their  training  and  their  thinking 
has  since  high  school  days  been  almost  wholly 
centered  in  the  physical  and  biological  sciences. 
The  average  doctor  has  had  few  if  any  courses  in 
philosophy,  sociology,  and  anthropology,  to  say 
nothing  of  religion.  Some  have  had  surprisingly 
few  courses  in  psychology.  Medicine  being  as 
complex  as  it  is,  the  medical  student  has  had 
few  electives  so  that  even  if  he  desired  to  round 
out  his  education  he  would  find  it  practic- 
ally impossible  to  do  so  in  the  prescribed  num- 
ber of  years.  Were  this  trend  to  continue  there 
would  hardly  be  any  hope  in  the  future  of  phy- 
sicians and  clergymen  being  able  to  engage  in 
discussion  on  a productive  professional  level. 
Their  training  at  present  is  too  different.  They 
speak  different  languages.  They  do  not  ask  the 


same  questions.  They  seem  not  to  have  the  same 
concerns  or  the  same  goals,  yet  it  must  never 
be  lost  sight  of  that  they  have  the  same  pa- 
tient.” 

Although  there  have  been  eras  in  which  or- 
ganized religion  has  been  a foe  of  competent 
medicine,  it  has  not  been  so  for  the  last  hun- 
dred years.  Any  residual  hostility  between  the 
groups  is  definitely  on  the  wane.  A book  like 
Joseph  Fletcher’s  “ Morals  and  Medicine,”  if  stu- 
died by  both  groups  in  a given  community  could 
begin  to  deepen  this  professional  relationship 
to  the  benefit  of  all. 

“I  have  faith  in  you,  doctor”  when  voiced  by 
a person  can  spell  a satisfactory  relationship 
that  can  promote  healing.  This  is  just  as  true 
when  addressed  to  a doctor  of  divinity  as  to 
a medical  doctor.  The  inner  man,  the  whole 
man  is  so  conditioned  by  the  faith  that  moti- 
vates him  that  his  physical  well-being  is  sure  to 
be  involved.  Not  only  is  it  necessary  that  the 
patient  have  faith  in  the  professional  who  is 
responsible  for  helping  him,  but  the  faith  he  has 
in  the  ultimate  purpose  of  life  looms  large. 

Doctors  do  not  always  understand  how  a 
relationship  can  be  so  strong  between  a pastor 
and  parishioner  so  that  the  possibility  of  ter- 
minal illness  can  be  discussed  without  upsetting 
a patient.  The  faith  shared  by  them  in  an  Eternal 
God  can  change  an  attitude  toward  death.  Also, 
one’s  attitude  toward  the  Author  of  life  can 
bring  a will  to  live  into  play  which  is  neces- 
sary so  often  for  recovery. 

Everyone  is  an  expert  on  religion.  The  pro- 
fessional clergyman  is  not  upset  by  this.  He 
wants  all  men  to  take  the  subject  seriously. 
After  all,  if  there  is  a God,  all  men  are  respon- 
sible to  Him.  This  does  not  mean  that  years 
spent  in  study  of  the  attitudes  and  answers  men 
have  found  helpful  in  the  interpretation  of  the 
universe  are  irrelevant.  A patient  may  haltingly 
try  out  on  a doctor  friend  a cherished  article 
of  faith  which  is  being  used  to  meet  the  crisis 
of  illness.  The  doctor  may  think  that  he  has 
adopted  a neutral  attitude  toward  the  religion 
of  his  pateint.  This  is  not  altogether  possible. 
Illness  can  sharpen  the  sensitivity  of  people  so 
that  they  instinctively  know  whether  the  doc- 
tor rejects,  acepts,  or  ignores  what  to  them  are 
matters  that  give  meaning  to  life  and  death. 
Just  to  exist  even  with  a healthy  body  is  not 
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living.  The  churchman  is  not  the  only  one  who 
believes  that. 

Most  doctors  I know  get  a bit  impatient  with 
the  individual  who  has  read  an  article  on  medi- 
cine in  “Readers  Digest”  or  “Time”  and  now 
can  tell  all  about  a given  problem.  There  is  no 
short  cut  to  profound,  medical  knowledge.  Yet 
how  many  times  has  a doctor  “helped”  a patient 
face  a deep  crisis  with  a platitude  which  he 
may  or  may  not  believe.  How  many  times  a 
so-called  noncommittal  nod  by  a physician  is 
taken  as  assent  to  what  is  theological  nonsense. 
Man  lives  by  faith  — good  faith,  bad  faith, 
stupid  faith  or  enlightened  faith. 

No  doctor  of  modern  medicine  would  attempt 
to  ignore  the  fact  that  a given  patient  was  a 
Christian  Scientist.  A prescription  posted  on  a 
Christian  Scientist  bulletin  board  would  be 
sacrilige.  But  this  sort  of  problem  is  coming 
up  all  the  time  in  the  doctor-patient  relation- 
ship and  the  doctor  may  be  ignoring  it  to  the 
peril  of  the  patient. 

Since  doctors  are  human  beings,  they  may 
run  from  self-knowledge  as  much  as  the  rest  of 
us.  But  that  self-knowledge  is  important  in  the 
art  of  practicing  medicine.  Knowing  the  patient 
may  need  to  include  where  the  patient  thinks 
he  stands  in  the  universe,  as  well  as  his  symp- 
toms. Just  a little  more  time  spent  on  identify- 
ing these  deep  running  currents  in  a patient’s 
life  may  save  a lot  of  grief  later.  Some  knowl- 
edge is  required  in  identifying  the  religious 
framework  in  which  a patient  lives.  Ministers 
can  be  of  help  here. 

Every  doctor  has  a theology.  The  presence 
or  absence  of  it  cannot  be  hidden.  If  instead 
of  a respectful  nod  to  “Mother  Nature”  he  really 
believes  in  the  God  who  heals  as  he  treats  the 
patient,  this  will  be  a powerful  factor  in  the 
patient’s  response.  To  be  able  to  recognize  some 
kinds  of  faith  in  people  who  are  ill  is  of  great 
help  in  dealing  with  their  illness.  Putting  some 
kinds  of  faith  together  can  be  as  dangerous  as 
mixing  the  wrong  drugs.  Some  phases  of  sur- 
gery, for  instance,  may  not  need  to  take  into 
consideration  the  total  outlook  or  depth  con- 
victions of  a patient.  But  total  recovery  is  con- 
ditioned by  these  if  the  illness  is  serious  enough. 
The  doctor’s  faith  can  influence  the  patient  in 
a profound  way.* 


°Was  it  not  Dr.  Ambrose  Pare,  16th  century  surgeon,  who 
finished  the  write-up  on  every  case  with  “I  dressed  him  and  God 
healed  him.”? 


Just  as  the  doctor  could  take  religion,  espe- 
cially his  religion,  more  seriously,  the  clergy- 
man could  be  much  more  knowledgeable  when 
it  comes  to  the  healing  process.  Here  his  ignor- 
ance is  appalling.  When  a physician  senses  this, 
he  may  assume  a similar  lack  of  depth  in  all 
of  the  skills  and  knowledge  of  the  cleric.  It 
may  be  true  of  some  of  the  300,000  ministers 
in  America.  But  all  need  not  be  so  tarred.  If 
doctors  and  hospitals  would  take  time  to  set  up 
lectures  and  seminars  for  these  men  who  have 
access  to  the  sick  room,  much  could  be  gained. 

When  a patient  is  ill,  most  of  the  clergy 
would  not  think  of  questioning  that  the  physi- 
cian has  the  final  word  as  to  what  should  or 
should  not  happen  around  or  to  the  patient. 
This  leadership  is  recognized.  But  to  dismiss 
the  clergy  as  unimportant  as  part  of  the  con- 
stellation of  forces  surrounding  the  patient  can 
be  shortsighted.  Some  doctors  give  the  impres- 
sion the  clergy  can  only  be  helpful  in  making 
funeral  arrangements  or  comforting  the  be- 
reaved. This  could  be  naive.  The  moral  and  reli- 
gious dimensions  of  illness  and  health  are  far- 
reaching. 

Recognizing  the  strict  limitations  of  time  the 
physician  works  under,  it  seems  presumptuous 
to  suggest  another  area  of  concern  to  him.  Is  it 
possible,  however,  that  exploration  in  this  area 
may  lead  to  a renewed  satisfaction  in  the  prac- 
tice of  medicine?  Just  as  the  medical  profes- 
sion could  help  churchmen  to  sense  the  magni- 
tude and  mystery  of  healing,  so  some  theological 
discipline  could  bring  some  order  out  of  the 
chaos  in  the  deepest  levels  of  human  thought, 
interpretation  and  motivation.  Seminars,  lec- 
tures and  papers  could  benefit  doctors  too. 

Arizona  could  become  a manageable  work- 
shop in  which  a new  attitude  on  the  part  of  the 
pastor  and  physician  would  bring  cooperation 
in  the  suggested  fields  of  mental  health,  hospit- 
als, chaplaincies,  medical,  theological  and  nurs- 
ing institutes,  and  pastoral  clinical  training  ef- 
forts. Thus  could  emerge  a team  effort  which 
would  seek  the  good  of  patients  on  a deeper 
level.  Arizona  medicine  is  good  medicine.  But 
who  has  ever  claimed  it  could  not  be  better? 
This  is  an  excellent  place  to  begin. 

The  majority  on  both  sides  of  this  curtain 
have  the  same  attitude  toward  faith  healing. 
God  expects  us  to  fight  disease  and  illness.  He 
expects  us  to  do  all  we  can  to  help  the  stricken. 
He  also  stands  ready  to  come  and  help  when 
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all  that  can  be  done  is  done.  He  helps  during 
the  process  of  treatment.  Who  is  so  wise  as  to 
be  able  to  draw  the  line  in  any  precise  fashion? 
But  a pooling  of  concern  for  people  on  the  part 
of  responsible  professionals  can  begin  to  usher 
in  a new  day. 

When  a minister  or  priest  pauses  at  the  bed- 
side of  a patient  to  offer  a prayer,  as  often  as 
not  that  prayer  includes  the  attending  physician. 
Churchmen  pray  for  you  all  the  time.  Could 
you  not  help  them  to  pray  for  and  with  you 
more  intelligently?  Could  you  not  understand 
better  the  difference  these  prayers  make? 

I,  for  one,  hope  this  association  and  effort 
grows  and  prospers  for  the  good  of  all. 

Rev.  Dr.  Paul  David  Sholin 
Mountain  View  Presbyterian  Church 
Tucson,  Arizona 


MENTAL  FITNESS 

Pity  the  poet,  alone  and  afraid  in  a world 
he  never  made.  This  is  the  catechism  of  a 
child.  In  a later  testament  he  must  accept  that 
the  world  is  mostly  of  his  own  making.  Let  him 
be  reminded  that  he  is  also  landlord  of  the 
world  of  his  imagination. 

This  pseudo-world  is  haunted  by  all  kinds 
of  threats  and  prohibitions.  They  are  projec- 
tions — projections  of  originally  internalized 
demands  imposed  by  authority  figures  of  long 
ago:  the  demands  for  obedience,  punctuality, 
orderliness,  self-control. 

The  paranoid  almost  completely  externalizes 
the  parental  admonitions.  Unseen  watchers  and 
listeners  are  still  suspecting  him,  warning  and 
accusing  him.  They  have  ways  of  detecting  and 
broadcasting  his  most  secret  lusts.  They  judge 
him  just  as  harshly  for  what  he  might  do  as 
for  what  he  did.  The  persecution  of  the  para- 
noid is  by  no  means  unreal.  This  he  knows. 
What  he  denies  is  its  source  in  his  own  super- 
ego. 

To  a lesser  but  unwholesome  extent  nearly 
everyone  projects  and  feels  conscience  as  a vague 
external  force.  One  is  uneasy  when  he  is  not 
sure  what  is  expected  of  him  or  what  attitudes 
other  people  have  toward  him.  Encountered 
while  idling  in  the  marketplace,  he  has  an 
embarrassed  urge  to  explain.  If  one  goes  alone 


to  a movie,  it  is  with  a bit  of  furtiveness.  When- 
ever one  is  not  identifiably  functioning  in  his 
assigned  role,  he  is  on  probation.  It  is  as  if  he 
must  have  permission,  must  be  excused.  He 
defends  himself  when  no  one  is  accusing.  In 
projecting  superego  one  loses  capacity  for  honest 
self-criticism.  Such  unfair  reproach  is  expected 
from  the  environment  that  one  must  begin  justi- 
fying himself. 

This  self-justification  is  hidden  by  subtle  ra- 
tionalization. The  individual  says:  “I  like  people 
but  I’m  too  shy  to  approach  them.  I enjoy 
doing  things  for  others  but  find  it  difficult  to 
ask  favors.”  He  is  assuming  his  own  hospitality 
and  friendliness  — but  doubting  that  of  others. 
A beloved  colleague  failed  to  reply  to  our  tele- 
phone call.  Now  he  is  worried  lest  this  unin- 
tentional slight  may  have  jeopardized  our  friend- 
ship. Should  he  not  credit  us  with  a measure 
of  constancy  and  understanding  which  he  would 
surely  claim  for  himself?  A patient  remains 
under  the  care  of  a physician,  yet  criticizes 
him  sarcastically  to  us.  When  she  hints  that 
he  has  been  two-faced  or  less  than  completely 
honest  and  professional,  we  wonder  if  she  is 
betraying  her  own  attitudes  and  reactions.  We 
do  not  accept  her  gift-wrapped  calumny.  Should 
we  not  presume  that,  in  similar  circumstances, 
neither  would  he? 

An  obverse  and  fashionable  method  of  escap- 
ing from  the  dictatorship  of  superego  is  to  arro- 
gate or  usurp  the  superego  functions  of  others. 
This  is  to  join  the  organization  and  get  on  the 
committee.  The  in-group  can  busy  itself  check- 
ing the  qualifications,  grading  the  papers,  pre- 
paring to  discipline  the  outsiders  and  the  new- 
comers. 

Think  how  many  synonyms  there  are  for  the 
word,  group.  The  group  is  a convenient  place 
to  hide.  Its  members  and  its  rude  directives  have 
a safe  anonymity:  “The  Board  has  decided  — ” 

But  one  chooses  anonymity  at  the  cost  of 
individuality.  It  is  resignation.  One  will  graze 
with  the  geldings;  one  will  mute  one’s  voice  in 
their  muttering  resentment  of  originality  and 
courage  and  independence. 

No.  The  individual  must  draw  back  superego 
from  the  environment,  reclaim  it  from  the  group. 
He  must  finally  take  full  and  private  responsi- 
bility for  his  own  moods  and  mental  states.  He 
is  landlord  of  his  mind. 

His  next  and  necessary  task  is  to  identify  those 
hostile  tenants,  the  original  authorities,  who  still 
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occupy  the  upstairs  rooms.  He  cannot  take  a 
stand  against  them  if  he  will  not  face  and  recog- 
nize them  and  get  them  in  perspective.  Other- 
wise he  will  go  on  propitiating  the  superego 
figures  by  all  his  former  masochisms.  He  will 
avoid  excellence  and  shun  prominence.  Fie  will 
be  as  they  told  him  to  be  — obedient,  orderly, 
inhibited  — not  because  he  wants  to,  but  be- 
cause he  is  ashamed.  He  will  go  on  feeling 
questionably  welcome,  intimidated,  conciliatory, 
submissive.  He  will  curb  his  spontaneity  and 
warmth  and  generosity. 

For  goodness  sake,  where  is  his  sense  of 
humor!  Granted  that  he  cannot  and  should  not 
completely  eliminate  the  prohibitions  which 
were  introjected  in  childhood.  He  does  not  have 
to  suffer  their  endless  reproofs  from  within.  He 
does  not  have  to  project  them  in  their  original 
form  and  await  their  echo  from  the  environ- 
ment. Ordinarily  reflection  should  inform  him 
when  superego  demands  are  unrealistic  and 
unfair. 

If  he  cannot  get  rid  of  the  internal  authority 
figures,  he  can  at  least  play  a game  with  them. 

One  way  to  get  off  the  defensive  — with  one- 
self and  others  — is  to  be  totally  defenseless. 
One  agrees  with  carping  superego.  One  insists 
on  being  wholly  wrong,  entirely  worthless  by 
one’s  own  or  others’  superego  standards.  One 
will  not  stir  himself  to  explain  or  blame  or 
justify. 

The  game  is  rueful.  Participation  in  the  some- 
times unspeakable  sufferings  of  his  patients 
should  toughen  the  professional  man.  His  only 
standard  should  be,  can  I help?  He  must  with- 
draw from  competition  with  himself  or  others. 
Throwing  away  the  childish  scales  of  value 
judgments,  he  should  set  the  example.  He,  of 
all  people,  should  use  wisely  the  energy  or  force 
of  superego. 

The  energy  of  superego  is  available  to  in- 
telligence and  should  be  used  for  only  one 
purpose:  to  direct  the  instincts  here  and  now. 
Instinct  comes  to  consciousness  as  desire.  In- 
telligence determines  whether  desire  should  be 
gratified  immediately.  If  not,  superego  should 
either  hold  desire  unchanged  in  abeyance,  or 
it  should  assist  instinct  toward  substitute  ob- 
jects or  into  channels  of  sublimation.  So  em- 
ployed, one’s  superego  pitches  in  to  help  the 
individual  and  becomes  a welcome  member  of 
the  household. 

William  B.  McGrath,  M.D. 


Editorials 

EDITOR'S  NOTES 

(Following  notes  are  taken  from  “Some  Major 
Problems  of  Medical  Education  in  the  West  — 
The  Supply  of  Students,”  by  Glen  Leymaster, 
M.D.,  Associate  Secretary,  Council  on  Medical 
Education  and  Hospitals,  American  Medical  As- 
sociation, as  it  appeared  in  WICHE’s  Medical 
Education  in  the  West,  The  Report  of  a Regional 
Conference  on  Medical  Education,  Salt  Lake 
City,  Utah,  September  12,  1961.) 

“.  . . by  1975  this  country  will  have  some  235 
million  people  in  it.  . . . This  would  demand 
an  increase  in  graduating  physicians  of  about 
50  per  cent. 


“These  calculations  of  some  50  per  cent  in- 
crease in  the  number  of  graduating  physicians 
is  based  on  the  same  physician -population  ratio 
that  has  existed  in  the  past. 

“.  . . the  medical  school  that  is  to  arise  in 
a state  which  makes  its  decision  tomorrow  to 
build  a new  medical  school  is  not  going  to  be 
producing  any  graduating  students  until  about 
1975. 

“Maximum  expansion  of  existing  medical 
schools  probably  cannot  be  more  than  20  per 
cent  of  the  present  enrollment  . . . existing  medi- 
cal schools  with  entering  classes  of  8,000  might 
conceivably  expand  this  to  as  much  as  10,000 
. . . money  going  into  existing  medical  schools, 
something  like  $100  million  each  year.  ...  It  is 
being  spent  for  research  and  clinical  facilities 
which  are  important,  but  are  ancillary  to  the 
primary  educational  functions  of  the  school  it- 
self. 

“.  . . expansion  in  existing  schools  is  far  easier 
in  the  last  two  years  than  it  is  in  the  first  two. 
With  a minimum  addition  of  faculty,  opportuni- 
ties for  something  like  500  to  800  additional 
students  could  be  made  in  third  and  fourth 
year  classes,  students  that  cannot  now  be 
trained  because  of  the  lack  of  space  in  the  first 
two  years. 

“ . . the  history  of  two-year  schools  has  not 
been  a particularly  bright  one.  The  best  have 
progressed  in  an  orderly  fashion  after  a shorter 
or  longer  delay  into  four-year  schools.  ...  A 
very  few  schools,  primarily  those  with  very 
strong  science  programs  in  the  undergraduate 
and  graduate  level  other  than  medicine,  are 
contemplating  the  institution  of  two-year  schools 
with  no  real  intent  to  develop  four-year  schools. 
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In  this  instance  the  medical  school  is  really 
an  integral  part  of  graduate  education,  and  this 
is  thought  of  primarily  as  a graduate  program 
in  the  biological  sciences. 

“The  third  way  to  increase  the  number  of 
physicians  is  to  establish  new  four-year  schools. 
...  If  there  are  clinical  facilities  available,  and 
it  is  a matter  of  constructing  teaching  and  re- 
search facilities  alone  for  a class  of  100  students, 
six  or  eight  million  dollars  can  provide  these 
kind  of  facilities.  On  the  other  hand,  we  well 
know  there  are  a number  of  schools  where  the 
cost  is  estimated  to  be  upward  of  $50  million. 

“.  . . cost  of  operating  a medical  school  in 
five  to  ten  years  time  will,  on  the  basis  of 
annual  budget,  be  as  much  as  the  cost  of  con- 
structing the  facilities. 

“The  Association  of  American  Medical  Col- 
leges, the  American  Medical  Association,  and 
particularly  our  Council  have  been  whole- 
heartedly supporting  the  use  of  federal  money 
for  construction  grants  for  educational  facilities. 

“.  . . we  have  been  concerned  about  faculty 
shortage  . . . each  year  700  or  800  unfilled 
faculty  positions  are  reported  by  the  medical 
schools,  in  relationship  to  a total  full-time  faculty 
of  about  10,500. 

“.  . . we  are  more  in  a normal  period  now, 
where  the  schools  as  a whole  will  select  about 
100  students  from  180  applicants. 

“Some  70  per  cent  of  the  students  in  medical 
schools  are  “B”  students,  and  I,  for  one,  am 
perfectly  willing  to  entrust  the  future  of  medi- 
cine to  the  good  solid  “B”  students. 

“.  . . we  are  not  going  to  be  faced  with  a 
serious  shortage  of  applicants  to  medical  schools. 

“As  a profession  we  should  encourage  the 
competent  student  to  take  full  advantage  of  his 
capabilities.  This  will  automatically  provide  us 
with  a larger  number  of  potential  recruits  for 
medicine. 

“Second,  we  should  encourage  the  relaxation 
of  certain  restrictions  on  admission  to  medical 
schools.  . . . These  are  largely  geographic.  . . . 
Even  at  the  present  time  there  are  many  quali- 
fied students  who  are  unable  to  get  into  medical 
school  because  they  come  from  the  wrong  part 
of  the  country.  Medical  schools  should  be  na- 
tional institutions  as  much  as  they  are  state 
institutions.” 


In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  vour  Will. 
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TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Resources  $785  Million 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  C O R P 1 
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Fibre-free 

HYPOALLERGENIC 

formula 

©Provides  balanced  nutritional  values. 

(*§)An  excellent  formula  for  regular 
infant  feeding. 

@An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


office  Samftfa 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 
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Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for 
your  patient.  Get  him  back  to  his  normal  ac- 
tivity, fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain 
relief  while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness 
gone,  your  patient  is  soon  restored  to  full  activ- 
ity— often  in  days  instead  of  weeks. 


Put  your 
low-back  patient 
back  on  the  payroll 


This  was  demonstrated  by  Kestler  in  a controlled 
study:  average  time  for  full  recovery  was  11.5 
days  with  Soma,  41  days  without  Soma. 
(J.A.M.A.  172:2039,  April  30,  1960.) 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  in  higher 
dosages.  Soma  is  available  in  350  mg.  tablets. 

USUAL  DOSAGE:  1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol.  Wallace ) 


\?/  ^Wallace  Laboratories,  Cranbury,  New  Jersey 


(the  dual-action  anti-asthmatic  tablet) 

. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital.  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 


asthma  attack  averted 

...  in  minutes 


patient  protected 
...  for  hours 
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Imagine  your  Convalescence  in  this  Picture 


Note  the  Executone  Intercom  to  the  Nurses  Station;  for  your  Radio  or  T.V. 
for  your  Instant  Attention;  Living  Room  Decor  with  pull  down  Reading 
Lamps  and  Modern  Lounge  Furniture;  Private  Phone;  Bright  but  Soft  Color 
combinations  with  cheerful  window  drapes. 

AROUND  THE  CLOCK  REGISTERED  NURSE  SERVICE 
ADMISSION  BY  REFERRAL  OF  YOUR  DOCTOR  OF  MEDICINE 


COST?  - A modest  $14.00  per  day  is  the  starting  rate. 


Phone  or  Write 


WHITE  ANGEL  INN 


CONVALESCENT 

□□  INN  □□ 
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277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 
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Emotional  control  regained... a family  restored., 
thanks  to  a doctor  and  ’Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances  because  it  is: 

■ specific  enough  to  relieve  underlying 
fear  and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 

■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans 


confirms  the  fact  that,  in  most  patients, 
the  potential  benefits  of  ‘Thorazine’  far 
outweigh  its  possible  undesirable  effects. 


Smith  Kline  & French  Laboratories 


Thorazine® 

brand  of  chlorpromazine 

A fundamental  drug 

in  both  office  and  hospital  practice 


For  prescribing  information,  please  see  PDR  or  SK&F  literature. 


Posed  by  professional  models. 


July  3,  1982 

Darwin  W.  Neubauer,  M.  D. 

Editor 

Dear  Dr.  Neubauer: 

It  has  come  to  my  attention  that  a portion  of 
the  article  on  vitamin  A poisoning,  which  ap- 
peared in  ARIZONA  MEDICINE,  Volume  19, 
Pg.  51A,  May,  1962,  has  been  inadvertently 
omitted.  The  omission  occurs  in  the  second  para- 
graph on  page  52A.  In  order  to  make  the  infor- 
mation on  vitamin  A poisoning  more  meaning- 
ful and  useful,  it  would  be  appreciated  if  the 
information  that  has  been  deleted  is  presented 
in  a subsequent  issue  of  ARIZONA  MEDICINE. 
The  following  addendum  to  the  article  on  vita- 
min A poisoning  (beginning  with  second  para- 
graph, pg.  52A)  is  suggested: 

“Another  striking  ease(4)  of  chronic  vitamin 
A intoxication  involves  a male  infant  who  was 
given  8.4  ml  of  Tri-Vi-Sol  daily,  beginning  on 
the  4th  day  of  life,  through  misinterpretation  of 
the  pediatrician’s  instructions.  The  total  vitamin 
A ingested  each  day  was  70,000  units  from  the 
vitamin  preparation  and  at  least  an  additional 
71,000  units  from  the  prepared  formulas.  At  two 
months  of  age  the  infant  was  irritable  and  had 
a bulging  anterior  fontanel,  but  no  other  symp- 
toms. Subdural  and  lumbar  taps  indicated  no 
abnormality  other  than  an  increased  intracran- 
ial pressure.  During  his  stay  in  the  hospital  the 
patient  improved,  apparently  because  he  was 
not  given  vitamins.  Because  X-rays  of  the  skull 
suggested  bone  destruction  or  delayed  ossifica- 
tion in  the  parietal  bone,  surgical  exploration 
was  performed  at  the  site  of  suspected  bony 
defect.  However,  no  abnormality  of  the  bone, 
dura,  brain,  or  leptomeninges  was  observed. 


Correspondence 

Upon  return  to  his  home,  the  infant  received 
overdosage  of  vitamin  A again  and  approximate- 
ly five  weeks  later  (at  approximately  four 
months  of  age)  symptoms  again  appeared.  He 
was  readmitted  to  the  hospital  for  observation 
and  was  found  to  be  irritable  and  lethargic. 
There  were  bilateral  temporal  subcutaneous 
swellings.  Scalp  hair  was  patchy  and  there  were 
areas  of  alopecia.  The  anterior  fontanel  was 
tense  and  bulging.  Pain  was  elicited  when  the 
right  arm  was  moved.  The  mid-third  of  each 
clavicle  was  enlarged  and  tender  to  palpation. 
Laboratory  findings  were  essentially  normal  ex- 
cept for  the  serum  vitamin  A level  which  was 
greatly  elevated.  When  hypervitaminosis  A was 
suspected  vitamin  administration  was  imme- 
diately discontinued  and  the  patient  was  dis- 
charged on  the  fourth  day  of  hospitalization. 
Subcutaneous  swelling  disappeared  and  alopecia 
cleared  within  three  months. 

The  latter  case  cited  above  brings  to  light  a 
secondary  danger  associated  with  chronic  vita- 
min A poisoning,  the  possibility  that  failure  to 
recognize  the  disease  may  result  in  hazardous 
neurosurgical  diagnostic  procedures  which  are 
expensive  and  uncomfortable.  Morrice  and  as- 
sociates^) pointed  out  that  papilledema  caused 
by  hypervitaminosis  A is  indistinguishable  from 
that  caused  by  brain  tumor.  They  further  em- 
phasize that  even  after  withdrawal  of  vitamin 
A,  the  papilledema  may  persist  for  four  to  six 
months  and  that  unless  a physician  is  aware  of 
this  fact,  his  confidence  in  advising  against  ar- 
teriographie  and  pneumoeneephalographic  ex- 
amination for  brain  tumor  may  be  shaken.” 

Sincerely  yours, 
Albert  L.  Picchioni,  Ph.D. 
Director,  Arizona  Poisoning 
Control  Program 


FUTURE  DOCTORS  OPPOSE  FEDERAL  MEDICINE 

"Greater  federal  activity  in  health  care  would  cause  many  young  Americans 
to  abandon  the  study  of  medicine.  Others  would  leave  the  United  States  after 
graduation  to  practice  in  countries  where  the  physician  has  more  freedom. 

“These  are  the  key  findings  of  a Nation’s  Business  survey  of  students  in  17 
public  and  private  medical  schools  throughout  America.” 

Reprinted  by  permission  from  “Future  Doctors  Oppose  Federal  Medicine’ 
as  it  appeared  in  Nations  Business  June  1962,  Vol.  50,  No.  6 
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Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  t 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

^ Spacious,  year  hound  outdoor  recreation  area 
# Fleated  swimming  pool 

# Modern,  comfortable  rooms 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 


• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

« Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th 
AMherst 
PHOENIX,  A 

OTTO  L.  BENDHEIM,  M.D,  F.A.P.A.,  Medical  1 


i.  In  otitis  media  2.  In  pyoderma 

3.  In  laryngopharyngitis 

4.  In  bacterial  pneumonia 

5 .In  bronchiectasis  6. In  osteomyelitis 


Reminder 

dvertisement. 

Please  see 
;age  insert  for 
tailed  product 
information. 


pjohn 


PJOHN  COMPANY 
AZOO,  MICHIGAN 


In  these  and  other  bacterial  infections,  give  Panalba*  in  addition  to  the  usual 
surgical  or  other  appropriate  therapeutic  measures.  From  the  outset, 
pending  laboratory  determinations,  your  treatment  broadens  in  antibacterial 
coverage  because  of  the  simultaneous  administration  of  two  antibiotics 
that  complement  each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth  of  coverage)  and  novobiocin 
(selected  for  its  unique  effectiveness  against  staph).  That  is  why,  in  most  infections 
of  unknown  etiology,  Panalba  offers  excellent  chances  for  therapeutic  success. 


TRADEMARK,  REG.  U.S.  PAT.  OFF. 


COPYRIGHT  1962, 


IE  UPJOHN  COMPANY 


"relief  of  symptoms  is  striking  with  Rautrax-N”f 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

f Hutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

■ QU1BB  DIVISION  Olin 


'RAUDIXIN'®,  'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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Arizona  Poisoning  Control 
Information  Center 


Although  the  incidence  of  rattlesnake  bites  in 
Arizona  is  not  precisely  known,  it  ranks  high 
in  the  nation. 

According  to  Klauber(l)  the  incidence  of 
rattlesnake  bite  in  the  United  States  is  approxi- 
mately 1,000  per  year.  Approximately  3%  of 
the  bites  are  fatal. 

The  venom  of  the  rattlesnake  is  a complex 
mixture,  chiefly  proteins,  many  of  which  have 
enzymatic  activity  and  a non-enzvmatic  neuro- 
toxic fraction  (1,2,3).  The  constituents  of  the 
venom  are  present  in  varying  amounts,  depend- 
ing on  a number  of  factors.  The  venom  is  capa- 
ble of  producing  tissue  destruction,  hemorrhage, 
hemolysis,  neuromuscular  blockage  (a  curare- 
like effect),  and,  rarely,  bulbar  paralysis.  It  is 
disseminated  in  the  body  mainly  by  the  lymph- 
atic circulation,  virtually  none  by  the  blood 
stream. 

The  gravity  of  rattlesnake  venenation  varies, 
depending  on  characteristics  and  behavior  of  the 
victim  as  well  as  on  characteristics  and  behavior 
of  the  snake(  1,4,5).  For  example,  body  weight 
of  the  victim  appears  to  be  an  important  fac- 
tor. The  young,  aged,  and  debilitated  are  par- 
ticularly vulnerable  to  rattlesnake  venom.  Indi- 
viduals who  react  strongly  to  insect  bites  and 
stings  and  those  who  are  nervous  and  excita- 
able  appear  to  be  especially  susceptible.  Phy- 
sical exertion  following  snakebite  may  aggravate 
the  effects  of  envenomation  by  accelerating  the 
spread  of  the  venom. 

The  location  of  the  bite  may  exert  an  influ- 
ence. A bite  on  an  extremity  is  usually  better 
tolerated  than  one  on  the  head  or  body.  A deep 
bite  may  cause  more  tissue  damage  than  a 
shallow  bite.  Multiple  bites  are  more  damaging 
than  a single  bite.  Ophidiasis  involving  both 
fangs  is  usually  more  serious  than  that  involv- 
ing only  a single  fang.  Injection  of  the  venom 
directly  into  a blood  vessel  may  be  rapidly  fatal. 

With  respect  to  herpetological  factors  that 
may  influence  the  gravity  of  rattlesnake  enveno- 
mation, many  factors  may  be  considered.  Large 
snakes  usually  inject  more  venom  than  do  small 
snakes.  Very  young  snakes  and  very  small  spe- 


Rattlesnake  Bite  and  Its  Treatment 

cies  generally  have  less  venom  and  shorter  fangs 
than  large  snakes. 

Additional  factors  include  the  duration  of  the 
bite,  the  extent  of  anger  or  fear  that  motivates 
the  snake  to  strike,  the  condition  of  the  fangs 
and  venom  gland,  the  pathogens  present  in  the 
mouth  and  on  the  fangs  of  the  snake,  and  the 
species  of  the  snake. 

It  is  important  to  emphasize  that  not  all  rattle- 
snake bites  provoke  symptoms.  For  example, 
Russell  ( 6 ) reported  cases  in  which  the  snake 
fangs  had  pierced  the  skin  but  had  not  pene- 
trated into  the  subcutaneous  tissue  and  the 
venom  had  not  been  injected  or,  if  injected, 
had  not  entered  the  wound.  In  other  cases,  even 
when  the  fangs  penetrated  the  deeper  tissues, 
evidence  of  envenomation  was  not  apparent.  On 
the  other  hand,  the  medical  literature  is  replete 
with  cases  of  sublethal  rattlesnake  bites  that  re- 
sulted in  considerable  tissue  damage  of  a nature 
that  required  plastic  surgery  or  amputation.  In 
some  cases  of  rattlesnake  bite,  inappropriate 
treatment  or  over-treatment  undoubtedly  pro- 
duced more  damage  than  the  actual  bite. 

The  symptomology  of  rattlesnake  poisoning 
is  well  documented  in  the  literature.  Russell(7), 
for  example,  states  that  diagnosis  is  dependent 
upon  the  presence  of  fang  marks,  immediate 
and  usually  progressive  local  swelling  and 
edema,  and  some  pain.  In  most  cases,  swell- 
ing about  the  wound  is  apparent  within  10  min- 
utes following  the  bite.  If  no  edema  is  evident 
within  30  minutes  following  the  attack,  enveno- 
mation probably  did  not  occur. 

Rattlesnake  venenation  is  commonly  accom- 
panied by  ecchymosis,  hemorrhagic  vesicula- 
tions,  swelling  of  the  regional  lymph  nodes, 
weakness,  fainting,  and  sweating.  Occasionally 
encountered  signs  and  symptoms  include  blur- 
ring of  vision,  ptosis,  drowsiness,  increased  sali- 
vation, paresthesia  about  the  mouth  and  throat, 
nausea,  vomiting,  and  slurring  of  speech.  In  fatal 
cases,  death  is  apparently  due  to  cardiovascular 
or  respiratory  collapse. 

Opinions  regarding  the  procedure  of  choice 
in  the  treatment  of  rattlesnake  bite  are  con- 
troversial, probably  because  no  single  physician 
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has  had  the  opportunity  to  treat  a suffieient 
number  of  cases  by  each  procedure  to  draw  a 
reliable  comparison.  Because  no  dogmatic  state- 
ments apply  to  all  cases  of  snake  bite  and  be- 
cause some  forms  of  treatment  are  in  themselves 
hazardous,  sound  medical  judgment  must  be 
exercised  to  determine  the  course  of  treatment 
for  each  case. 

A treatment,  to  be  effective,  must  be  initiated 
promptly,  must  be  appropriate  and  adequate, 
and  must  be  maintained  for  a sufficient  time. 
Since  adequate  treatment  is  attended  by  a seri- 
ous risk  of  complications,  the  first-aider  or  phy- 
sician must  determine  that  envenomation  actu- 
ally has  taken  place  before  he  institutes  treat- 
ment. Some  considerations  for  the  treatment  of 
ophidiasis  are  indicated  below. 

In  the  first  aid  treatment  for  rattlesnake  en- 
venomation the  injured  part  should  be  immobi- 
lized and,  if  it  is  a limb,  a constriction  band 
should  be  applied  just  above  the  bite  and  moved 
toward  the  heart  as  edema  advances.  The  band 
should  be  tight  enough  to  obstruct  subcutaneous 
lymphatic  flow,  but  not  so  tight  as  to  disturb 
arterial  or  venous  flow. 

Cross-shaped  or  longitudinal  incisions  Vs  to 
V4  inch  long  and  Vs  to  V4  inch  deep  should  be 
made  through  the  fang  marks  and  suction  ap- 
plied over  the  incisions  by  means  of  the  Cutter 
suction  cup  or  by  mouth,  if  suction  cups  are 
not  available  and  if  the  lining  of  the  mouth 
is  intact.  Great  care  should  be  taken  to  avoid 
cutting  tendons,  nerves,  or  blood  vessel.  Suction 
should  be  maintained  for  at  least  an  hour.  If 
possible,  the  victim  should  lie  completely  still 
and  be  carried  to  medical  aid  following  on-the- 
spot  first  aid  treatment. 

If  ice  is  available,  the  application  of  ice  pack 
to  the  injured  area  may  reduce  the  pain  and 
retard  spread  of  the  venom.  However,  one  must 
be  cognizant  of  the  hazard  of  increasing  local 
necrosis  by  the  addition  of  cold  injury  to  the 
tissue-destroying  property  of  the  venom.  Rus- 
sell(7)  recommends  that  the  affected  extremity 
be  kept  at  10°  - 15°  C (50°  - 59°  F)  for  24  to 
96  hours.  The  prolonged  immersion  of  an  ex- 
tremity directly  in  water  and  ice  or  ice  will  pro- 
duce temperatures  below  the  range  indicated 
above  and  may  enhance  damage  to  tissue(8,9,10). 
It  has  been  suggested  that  if  immersion  in  ice- 
water  or  ice  is  employed  at  all,  it  should  be  used 
strictly  as  a temporary  first  aid  measure  (11). 

With  respect  to  medical  treatment,  experts 
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are  well  agreed  on  the  effectiveness  and  use- 
fulness of  Antivenin  (Crotalidae)  Polyvalent*. 
This  antivenin  serves  to  neutralize  that  part 
of  the  venom  that  the  body  itself  cannot  neu- 
tralize. Consequently,  the  smaller  the  victim, 
the  larger  the  amount  of  antivenin  needed.  Chil- 
dren, as  a rule,  require  larger  doses  than  adults. 

Instructions  on  dosage  and  methods  for  in- 
jection of  the  antivenin  are  included  in  the 
package.  The  brochure  also  provides  directions 
for  skin  testing  and  desensitization.  It  should 
be  emphasized,  however,  that  the  testing  and 
desensitizing  procedures  do  not  guarantee  abso- 
lute freedom  from  serious  serum  reactions. 
Therefore,  the  antivenin,  as  with  the  other  pro- 
cedures, should  be  used  with  an  appreciation 
of  the  risks  involved. 

It  should  be  administered  only  if  the  diag- 
nosis indicates  that  it  is  needed  and  then  it 
should  be  given  promptly  and  in  adequate 
amounts.  Rattlesnake  bite  usually  requires  1 to 
5 or  more  vials ( 12,13,14)  of  the  antivenin. 

Additional  important  medical  measures  in- 
clude the  use  of  broad  spectrum  antibiotics  and 
tetanus  antitoxin  or  toxoid.  Other  ancillary 
measures  that  may  be  required  consist  of  blood 
transfusion  (blood  should  be  typed  and  cross- 
matched  as  early  as  feasible,  because  hemo- 
lysis may  render  these  procedures  difficult  at  a 
later  time),  the  use  of  adrenocorticosteroids  to 
combat  serum  reactions,  replacement  of  fluids 
and  electrolytes,  and  support  of  the  blood  pres- 
sure and  respiration. 


eWyeth  Laboratories,  Philadelphia,  Pa. 
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STATISTICS  OF  130  POISONING  CASES 


REPORTED  IN  ARIZONA 

IN  APRIL 

1962 

AGE: 

Per  Cent 

Number 

Under  5 years 

72.3 

94 

6 to  15  years 

2.3 

3 

16  to  30  years 

9.2 

12 

31  to  45  years 

Over  45  years 

3.1 

4 

Not  reported 

.8 

1 

NATURE  OF  INCIDENT: 

Accidental 

77.0 

100 

Intentional 

23.0 

30 

TIME  OF  DAY: 

Between  6 a.m.  and  noon 

27.7 

36 

Between  noon  and  6 p.m. 

24.6 

32 

Between  6 p.m.  and  midnight 

31.5 

41 

Between  midnight  and  6 a.m. 

5.4 

7 

Not  reported 

10.8 

14 

OUTCOME: 

Recovery 

99.2 

129 

Fatal 

.8 

1 

CAUSATIVE  AGENTS: 

Internal  Medicines 

Per  Cent 

Number 

Aspirin 

24.2 

32 

Other  Analgesics 

2,3 

3 

Barbiturates 

6.8 

9 

Antihistamines 

3.8 

5 

Laxatives 

1.5 

2 

Cough  Medicine 

.8 

1 

Tranquilizers 

3.8 

5 

Others 

11.4 

15 

Subtotal 

54.6 

72 

External  Medicines 

Liniment 

1,5 

2 

Antiseptics 

3.0 

4 

Others 

0.0 

0 

Subtotal 

4,5 

6 

Household  Preparations 

Soaps,  detergents,  etc. 

0.0 

0 

Disinfectants 

1.5 

2 

Bleach 

6.0 

8 

Lye,  corrosives,  drain  cleaners  .8 

1 

Furniture  and  floor  polish 

.8 

1 

Subtotal 

9.1 

12 

Petroleum  Distillates 

Kerosene 

5,3 

7 

Gasoline 

3.8 

5 

Others 

0.0 

0 

Subtotal 

9.1 

12 

Cosmetics 

0.0 

0 

Pesticides 

Insecticides 

4,5 

6 

Rodentieides 

.8 

1 

Others 

0.0 

0 

Subtotal 

5,3 

7 

Paints,  varnishes,  solvents,  etc. 

9.1 

12 

Plants 

0.0 

0 

Miscellaneous 

3.0 

4 

Unspecified 

5.3 

7 

TOTAL 

100.0 

132* 

“The  total  number  of  causative  agents  exceeds  the  actual 
number  of  poisoning  cases  since  in  certain  individual  poisoning 
incidents  more  than  one  agent  was  involved. 

Willis  R.  Brewer,  Ph.D. 
Dean,  College  of  Pharmacy 
The  University  of  Arizona,  Tucson 

Albert  L.  Picchioni,  Ph.D. 
Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona,  Tucson 

Lincoln  Chin,  Ph.D. 
Pharmacologist 
The  University  of  Arizona,  Tucson 


CITED  FOR  SERVICE  - Dr.  Paul  B.  Jarrett  receives  the 
A.  H.  Robins  Company  Community  Service  Award  from  Alfred 
M.  Gibbs,  District  Supervisor,  A.  H.  Robins  Company.  Dr. 
Jarrett,  Speaker  of  the  House  of  Delegates,  ARMA,  was  awarded 
the  national  pharmaceutical  company’s  placque  for  his  outstand- 
ing civic  interests. 
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in  the  bath 
"soothed  the  skin 
diminished  itch 
decreased 
inflammation” 
in  dry,  pruritic 
skin  disorders 

SENILE  DERMATOSES 
ATOPIC  DERMATITIS 
PSORIASIS 
STASIS  DERMATITIS 
CONTACT  DERMATITIS 
LOCALIZED 
NEURODERMATITIS 


BENEFICIAL  RESULTS  were  obtained  with  SARDO  in  the  bath  in  122  of  135  patients  (90%) 
with  dry,  itchy  skin  conditions,  in  most  cases  with  beneficial  effect  ''after  the  first  bath.” 
Dryness  was  allayed  in  all  cases,  and  associated  itching  "either  completely  relieved  or 
greatly  improved.”  No  irritation  or  sensitization  was  observed. 


This  new  study  corroborated  others2  4 showing  that  SARDO  helps  re-establish  the  normal 
physiologic  lipid-aqueous  skin  balance. 

Pleasant,  easy-to-use  SARDO  releases  millions  of  microfine  water-dispersible  globules*  in 
the  bath.  Bottles  of  4,  8 and  16  oz.  @1962  *patent  Pending  t.m. 


SAMPLES  and  literature  available  from  . . . 

SARDEAU,  INC. 

75  East  55th  Street,  New  York  22,  N.  Y. 


1.  Borota,  A.,  and  Grinell,  R.N.: 

J.  Amer.  Geriatrics  Soc.,  10:413,  1962. 

2.  Spoor,  H.  J.:  N.Y.  State  J.M.  58:3292, 1958. 

3.  Lubowe,  I.  I.:  Western  Med.  1:45, 1960. 

4.  Weissberg,  G.:  Clin.  Med.  7:1161,1960. 
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THE  SIGNIFICANT  NEW  PHYSIOTONIC 


BRAND  OF  STANOZOLOL 


well  tolerated  oral 
anabolic 


Q|jintki©j) 

LABORATORIES 
New  York  18,  N.  Y. 


BUILDS  confidence, 
alertness  and  sense 
of  well-being 


BUILDS 

BODY  TISSUE 


Usual  adult  dose:  1 tablet  t.i.d. 
Before  prescribing,  consult 
literature  for  additional  dosage 
information,  possible  side  effects 
and  contraindications. 

SUPPLIED: 2 mg.  tablets.  Bottles  of  100. 


ith  WINSTROL,  patients  look  better. . .feel  stronger— because  they  are  stronger 


PRODUCTS  OF  ClUM-tTY 

F and  ph^m^ceuT' 

endocrine  and 


An  important  announcement 
to  physicians  who  prescribe 
corticosteroids 

Organon’s  new  technical  process  now  makes  one  of  the  newer,  most  highly  potent 
and  well  tolerated  corticosteroids  available  at  greatly  reduced  cost  to  your 
patients  with  allergic,  arthritic  or  other  inflammatory  conditions. 

This  new  product  is  being  marketed  under  the  trade  name  of  Hexadrol,  brand 
of  dexamethasone  ‘Organon’.  Hexadrol  is  now  being  offered  to  your  pharmacist 
at  a price  which  should  make  it  available  to  your  patients  at  a cost  well  within 
the  price  range  of  older  generically  prescribed  corticosteroids.  It  is  supplied  as 
0.75  mg.  white  scored  tablets,  in  bottles  of  100. 

If  you  have  been  prescribing  the  older  corticosteroids — 

such  as  prednisone,  prednisolone,  hydrocortisone  or  cortisone,  and  have  hesitated 
to  prescribe  the  newer  corticosteroids  because  of  economic  consideration  for  your 
patients,  you  can  now  secure  all  of  the  clinical  advantages  of  dexamethasone  at 
approximately  the  same  prescription  expense.  Mg.  for  mg.,  Hexadrol  is  approxi- 
mately 6 times  more  potent  than  triamcinolone  or  methylprednisolone .. . 8 times 
more  potent  than  prednisone  or  prednisolone ...  28  times  more  potent  than  hydro- 
cortisone..  .and  35  times  more  potent  than  cortisone. 

If  you  are  now  prescribing  the  newer  corticosteroids  — 

such  as  triamcinolone,  betamethasone,  paramethasone  or  another  brand  of  dexa- 
methasone, because  of  reduced  risk  of  sodium  and  fluid  retention,  potassium 
depletion,  or  disturbance  of  glucose  metabolism  — you  can  obtain  all  of  these 
benefits  with  Hexadrol,  at  marked  savings  — yet  with  complete  assurance  of 
unsurpassed  quality  and  therapeutic  effect. 

For  complete  information  concerning  HEXADROL  — 

including  indications,  dosage,  precautions  and  side  effects  — or  if  you  would  like 
a trial  supply,  ask  your  Organon  Representative,  or  write  to:  Director,  Profes- 
sional Services,  Organon  Inc.,  West  Orange,  N.  J. 

‘ Organon ’ — your  professional  assurance  of  quality 
Hexadrol® — your  patient's  assurance  of  economy ! 


In  Memorium 


iam  C.  Cain,  M.D. 


William  C.  Cain,  M.D.  of  Yuma,  Arizona 
who  died  May  11,  1962  at  the  age  of  eighty- 
three,  was  born  in  Birmingham,  Alabama  on 
April  13,  1879. 

He  graduated  from  the  University  of  Ten- 
nessee School  of  Medicine  in  1911  and  practiced 
medicine  in  Birmingham,  Alabama  for  two  years. 
Seeking  adventure,  he  moved  to  Hondo,  Texas 
in  1913  and  practiced  there  until  1919,  when 
he  moved  to  Somerton,  Arizona.  There  he  en- 
gaged in  the  general  practice  of  medicine  and 
surgery  for  three  years,  and  then  established 
his  practice  in  nearby  Yuma,  Arizona,  where 
he  served  faithfully  until  illness  forced  his  re- 
tirement two  years  ago. 

In  1924  he  married  Gladys  McCurry,  who 
was  an  excellent  companion.  She  assisted  him 
in  the  rugged  pioneer  type  of  life  and  in  his 
practice  when  there  were  no  paved  roads,  no 
sanitation,  no  cooling,  and  very  little  money 
here.  They  reared  a daughter,  now  Airs.  Sue 
Ellen  Weire  of  Santa  Alonica,  California,  and  a 
son,  William  Crawford  Cain,  AI.D.  of  Saint 
Mary’s  Hospital,  West  Palm  Beach,  Florida.  The 


April  13,  1879  - May  11,  1962 


son  graduated  from  “Willie”  Cain’s  Alma  Mater 
on  the  50th  anniversary  of  Dr.  Cain’s  gradua- 
tion. 

Dr.  “Willie”  was  a member  of  the  Yuma 
County  Medical  Society  from  1919  and  served  as 
president  of  the  society  twice.  He  was  also  a 
member  of  the  AAIA,  Free  Masons,  and  was 
a Shriner.  He  was  respected  and  loved  by  his 
colleagues  and  patients. 

He  often  reminisced  about  the  pioneer  days 
of  his  early  practice  when  the  regular  fee  for 
a confinement  case  was  $10,  more  often  than 
not  paid  in  eggs,  butter  or  chickens.  He  accu- 
mulated a great  number  of  friends  who  long 
remembered  his  faithful  devotion  and  skilled 
assistance.  He  shared  with  his  wife  a vigorous 
enjoyment  of  golf,  fishing,  hunting  and  bridge. 
Even  in  his  70’s,  he  played  an  energetic  game 
of  golf,  defeating  many  men  who  were  years 
younger. 

Dr.  Cain  received  medals  and  awards  from 
President  Truman  and  President  Eisenhower  for 
voluntary  work  in  the  selective  service  program 
of  World  War  II.  In  1960  he  was  given  The 
University  of  Arizona  Award  of  Alerit  for  com- 
pletion of  50  years  of  medical  practice.  In  1961 
he  received  the  Gold  Award  from  The  Univer- 
sity of  Tennessee. 

A devoted  husband  and  father;  a skilled,  hon- 
est and  faithful  practitioner  of  medicine  and 
surgery;  a man  who  refused  none  his  services; 
a man  who  enjoyed  his  useful  life  and  prac- 
tice; a staunch  and  beloved  friend  and  col- 
league — that  was  “Willie”  Cain. 

“O  Heavenly  Father,  I pray  that  I may  emu- 
late all  that  was  good,  true  and  righteous  in 
his  life.  Alay  his  soul  be  bound  up  in  the  bond 
of  eternal  life,  and  his  memory  remain  a com- 
fort and  a blessing.  Amen.”  (An  old  Hebrew 
prayer. ) 

A.  I.  Podolsky,  AI.D. 
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Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
"reminder"  jars  of  30  and  100. 


Each  capsule  contains: 


Vitamin  B,  (Thiamine  Mononitrat 


Vitamin  B,  (Riboflavin) 


Niacinamide 


Vitamin  C (Ascorbic  Acid) 


300  mg 


Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B,2  Crystalline 

4 mcgm 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule  daily 
or  as  directed  by  physician,  for  the  treatmen 
of  vitamin  deficiencies. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


OBSTETRICS  AND  GYNECOLOGY 

JOINT  MEETING 


Future  Medical  Meetings 
and  Postgraduate  Education 


The  Seattle  Gynecological  Society  and  Dis- 
trict VIII  of  The  American  College  of  Obstetrics 
and  Gynecologists  will  hold  a joint  meeting 
September  9-12,  1962.  Sixty  lectures  and  dis- 
cussions will  deal  with  problems  of  obstetrics 
and  gynecology.  Meeting  headquarters  will  be 
the  Washington  Athletic  Club,  Seattle. 

Immediately  following  will  be  the  west  coast’s 
first  Conference  on  Obstetric,  Gynecologic  and 
Neonatal  Nursing  sponsored  by  District  VIII  of 
The  American  College  of  Obstetrics  and  Gyne- 
cologists. The  nurses’  meeting  will  be  held  at  the 
Health  Science  Building,  University  of  Washing- 
ton, Seattle,  September  13-14,  1962. 


TWELFTH  INTERNATIONAL 
CONGRESS  OF  DERMATOLOGY 

The  twelfth  International  Congress  of  Derma- 
tology will  meet  September  9-15,  1962  in  Wash- 
ington, D.C. 

A scientific  program  involving  350  participants 
from  41  countries  has  been  announced  by  Dr. 
Donald  M.  Pillsbury,  congress  president,  who 
is  professor  and  chairman  of  the  department 
of  dermatology,  The  University  of  Pennsylvania 
Medical  School. 

Postgraduate  medical  education  techniques 
will  be  employed  centering  around  15  symposia 
designed  to  apply  advances  in  the  basic  sciences 
to  clinical  dermatology.  Informal  sessions  will 
be  stressed.  One  hundred  exhibits  and  a full 
schedule  of  live,  filmed  and  televised  case  pres- 
entations will  be  included. 

More  than  2000  attending  physicians  will  be 
able  to  listen  to  the  program  through  simultane- 
ous translations  in  English,  French,  German,  or 
Spanish,  said  Dr.  Clarence  S.  Livingood,  chair- 
man of  dermatology,  Henry  Ford  Hospital,  De- 
troit, who  is  secretary  general  of  the  session. 

These  International  Congresses  have  been 
held  in  various  parts  of  the  world  since  1889. 
The  Twelfth  International  Congress  will  be  the 
first  one  held  in  the  United  States  since  the 
Sixth  Congress  in  New  York  in  1907. 


Tenth  Annual  Scientific  Assembly 

ARIZONA  ACADEMY  OF  GENERAL 
PRACTICE 

October  11-13,  1962 

Ramada  Inn 

Tucson,  Arizona 


INTERNATIONAL  COLLEGE 
OF  SURGEONS  WILL  HOLD 
NEW  YORK  MEETING 

The  International  College  of  Surgeons  will 
hold  its  13th  Biennial  Congress  at  the  Waldorf- 
Astoria  Hotel,  New  York,  N.  Y.,  September  9-13, 
1962.  A.  Mario  Dogliotti,  M.D.,  Torino,  Italy, 
President  of  the  College,  will  preside.  Over 
3,500  surgeons  from  all  over  the  world  are  ex- 
pected to  attend. 

The  program  will  include  graduate  instruc- 
tional courses,  surgical  films,  scientific  and  com- 
mercial exhibits,  and  over  200  papers  and  panel 
discussions  presented  by  essayists  from  27  dif- 
ferent countries. 

Among  the  speakers  are  Victor  Goldman, 
M.D.,  London,  England;  Esteban  D.  Rocca, 
M.D.,  Lima,  Peru;  Samuel  Rosner,  M.D.,  Bronx, 
New  York;  Abraham  Hurtig,  M.D.,  Ottawa, 
Canada;  Erkki  V.  S.  Koskinen,  M.D.,  Helsinki, 
Finland;  Albert  D.  Ruedemann,  M.D.,  Detroit, 
Michigan;  Joseph  Safian,  M.D.,  New  York,  New 
York,  and  Professor  Raymond  Darget,  Bordeaux, 
France. 

For  further  information  write:  Thirteenth 

Biennial  Congress  Program,  International  Col- 
lege of  Surgeons,  1516  North  Lake  Shore  Drive, 
Chicago  10,  Illinois. 
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POST-EZE  SYSTEMS  ARE  H 
AVAILABLE  FOR: 


* ACCOUNTS  RECEIVABLE 

* ACCOUNTS  PAYABLE-  PURCHASES 

* ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

POST  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — - 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 


CALL  FOR  TRAINED  REPRESENTATIVE 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-Irritating, 

non-staining. 


No  offensive 
after-odor. 


Uoucke'PoaKl&v 

For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


DERALD  G.  MAY,  M.D. 


HAROLD  E.  McNEELY,  Ph  D 


ROBERT  C.  SHAPIRO,  M.D 


WILLIS  L.  STRACHAN,  M.D 


, W-  « ■ 

g'^WraTpsycn/atry  and  neuroj 


JOHN  R.  ZELL,  M.D 


■pmfiMJL 


56A 


Arizona  Medicine 


Carry  it... 

Even  a petite  nurse  can  easily  pick  up  and  carry  a Sanborn  Visette®  electrocardiograph 
wherever  it’s  needed  — in  the  office,  on  house  calls,  in  the  clinic  or  laboratory.  Not  much 
bigger  than  a doctor’s  bag,  the  Visette  weighs  only  18  pounds  — with  all  accessories. 

And  as  portable  as  it  is,  a Visette  nevertheless  equals  any  “office  standard”  ECG  in  recording 
quality  and  accuracy.  Every  record  is  sharp,  clean,  permanent  and  — as  you  expect  from 
Sanborn  Company  — diagnostically  accurate.  Compactness  and  ruggedness  for  travel  are 
achieved  by  the  practical  means  of  modern  miniaturized  circuitry,  not  by  sacrificing  accuracy. 
If  you  prefer  the  greater  versatility  of  two  chart  speeds,  three  recording  sensitivities  and 
provision  for  recording  and  monitoring  other  phenomena,  the  Model  100  Viso-Cardiette  is  a 
logical  choice.  And  when  these  capabilities  are 
needed  in  a mobile  instrument,  the  mobile  cabinet 
version  (Model  100M)  is  designed  to  be  easily 
rolled  to  bedsides  in  hospital  or  clinic. 

Regardless  of  which  of  these  three  instruments 
you  choose,  each  has  a valuable  and  unique  fea- 
ture: Sanborn  service.  It  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and  value 
your  satisfaction. 


you  need 
“on-the-spot” 
cardiography 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54,  Mass. 


Phoenix  Resident  Representative  8341  N.  7 tli  St.,  943-6917 
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Your  Prescription  Store 

DIERDORF  PHARMACY 

HILLCREST  MEDICAL  CENTER 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Established  1921 

Milburn  F.  Dierdorf 

Third  Avenue  & Adams  St.  Tucson,  Arizona 

- 

Phone  M A 3-7591 

<tfn  *ScottsJale  call 

• General  Medical 

Lute's  Scottsdale  Pharmacy 

• Orthopedic  • Medical  Doctor 

For 

PRESCRIPTIONS 

• Post-Operative  of  Your  Choice 

WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Member  American  Hospital  Association 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 

Admittance  by  Doctors  of  Medicine  Only 

Scottsdale,  Arizona 

Katharine  C.  Schmid  Charles  H.  Schmid 

DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 

Serving  Arizona 
Health  Needs 
Since  1908 

(Qjm-Suafu 

v drug  stores 

Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 

. 
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Arizona  Medicine 


ALCOHOLISM 

HOBBY  HORSE 

A hospital  equipped  and  staffed  for  the  accommo- 

dation  of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

RANCH  SCHOOL 

OPEN  STAFF  to  members  of  the  Arizona  Medical 

A School  For  Exceptional  Children 

Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

“The  JrahkliH 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

Hospital 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Hospital  License  No.  71 

Registered  A.M.A. 
Member  A.H.A. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

P.O.B.  44,  Cortaro,  Ariz. 

Phone  - Day  or  Night  - AL  3-4751 

When  treatment  for 

IMPOT 

is  indicated 

ANDRO  ID  tablets 

ANDROGEN-  THYROID  -COMBINATION 


1 


in  two  convenient  dosage  forms 


ANDROID 

Each  yellow  tablet  contains: 


Methyl  Testosterone 2.5  mg. 

Thyroid  Ext.  (1/6  gr.) 10  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


ANDROID-H.P. 

(High  Potency) 

Each  orange  tablet  contains: 


Methyl  Testosterone 5 mg. 

Thyroid  Ext.  (1/2  gr.) 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing-  without  prescription. 


1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  > j / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  Arherican  Boards  of  PATHOLOGY  and  RADIOLOGY 

T 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601  :1 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Ifledical  Center  OC-ldaif  and  Clinical  talfwatcrij 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrcfieAAicnal  K-ldaif  and  Clinical  Xabwatcrtj 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Arizona  Medicine 


PHYSICIANS’  DIRECTORY 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Pediatric  Allergy 

HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENiX,  ARIZONA 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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PHYSICIANS’  DIRECTORY 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


BUTLER  S REST  HOME 


• Bed  Patients  and  Chronics 


• Television 

• Excellent  Food 


• 24  Hour  Nursing  Care 
• State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 


1130  E.  McDowell  Rr. 
Telephone  ALpine  8-1601 


Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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AM  4-0221 
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FREE 

Home  Delivery 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 


Scientifically  Processed 
and  Mineral  Free 

The  purest  water  available. 
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'i  Sottted 

J METERS 

Naturally  Better  for  You 
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In  acne-24-hour-a-day  skin  cate 
with  antibacterial  pHisoHex* 

B (contains  3%  hexachlorophene) 


In  acne,  pHisoHex,  antiseptic  detergent,  provides 
continuous  antibacterial  action  against  the  infec- 
tion factor.  With  exclusive,  frequent  use,  pHisoHex 
builds  up  an  effective  antibacterial  film  on  the 
skin  that  resists  rinsing— lasts  from  wash  to  wash. 
pHisoHex  augments  any  other  therapy  of  acne. 

When  pHisoHex  was  used  for  washing  by  42 
patients  with  acne,  “the  results  were  uniformly  en- 
couraging. . . A1  “No  patient  failed  to  improve.”1 

pHisoHex  cleans  the  skin  of  acne  patients  better 
than  soap  because  it  is  forty  per  cent  more  sur- 
face active.  It  is  a powerful  emulsifier  of  oil,  an 
action  particularly  beneficial  in  acne.  Moreover, 
it  cleans  the  orifices  of  the  sebaceous  glands, 
sweat  glands  and  hair  follicles  more  rapidly  and 
more  thoroughly  than  soap.  pHisoHex  lacks  the 


potentially  harmful  qualities  of  soap.  It  is  non- 
alkaline,  nonirritating  and  hypoallergenic.2 

For  acne,  prescribe  pHisoHex— and  get  improved 
results. 

pHisoAc®  Cream  dries,  peels  and  masks  lesions. 
Use  it  with  pHisoHex  washings  to  help  prevent 
comedones,  pustules  and  scarring.  Contains  col- 
loidal sulfur  6 per  cent,  resorcinol  1.5  per  cent 
and  hexachlorophene  0.3  per  cent. 

pHisoHex  is  available  in  unbreakable  squeeze 
bottles  of  5 oz.  and  1 pint  — and  in  combination 
package  with  pHisoAc  Cream. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 

2.  Guild,  B.  T. : Arch.  Dermal.  51 :391,  June,  1945. 

LABORATORIES 

New  York  18,  N.Y.  (isssm) 
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Pulvules ® 

Suspension 
Pediatric  Pulvules 

Co-Pyronil 

(pyrrobutamine  compound,  Lilly) 

Each  Pulvule  contains  Pyronil®  (pyrrobutamine,  Lilly),  15  mg.; 
Histadyl®  (methapyrilene  hydrochloride,  Lilly),  25  mg.;  and 
Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly), 
12.5  mg.  Each  pediatric  Pulvule  or  5-cc.  teaspoonful  of  the 
suspension  contains  half  of  the  above  quantities.  This  is  a 
reminder  advertisement.  For  adequate  infor- 
mation for  use,  please  consult  manufacturer's 
literature.  Eli  Lilly  and  Company,  Indianapolis 
6,  Indiana.  258015 
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The  Pathogenesis  of  Gastric  and  Duodenal  Ulcer  191 

Lester  R.  Dragstedt,  M.D.,  Ph.  D. 

Trends  in  the  Treatment  of  Tuberculosis,  Including  Chemotherapy  — 196 

Julius  L.  Wilson,  M.D. 

Meigs'  Syndrome  202 

Leo  Schnur,  M.D. 

Kenneth  B.  Brilhart,  M.D. 

Paul  Schnur,  M.D. 


“Alone  I walk  the  peopled  city ...” 


(diphenylhydantoin,  Parke-Davis) 

helps  the  epileptic  to  lead  a more  fruitful  life 


“In  a series  of  over  3,000  epileptics ..  .DILANTIN  alone  or 
in  combination  with  other  drugs  has  been  the  sheet  anchor 
in  the  management.* * * * * 6 * * 9’1  DILANTIN  is  the  established  anticon- 
vulsant medication  for  a variety  of  reasons:  • effective 
control  of  grand  mal  and  psychomotor  seizures1  9 • over- 
sedation  is  not  a problem2  • possesses  a wide  margin  of 
safety3  • low  in  incidence  of  side  effects3  • its  use  is  often 
accompanied  by  improved  memory,  intellectual  per- 
formance, and  emotional  stability.10  DILANTIN  ( diphenyl- 
hydantoin, Parke-Davis ) is  available  in  several  forms,  in- 
cluding DILANTIN  Sodium  Kapseals,®  0.03  Gm.  andO.IGm., 
bottles  of  100  and  1,000.  Other  members  of  the 
PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS  for  grand  mal 
and  psychomotor  seizures : PHELANTIN®  Kapseals 
(Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephed- 
rine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit 
mal  triad:  MILONTIN®  Kapseals  ( phensuximide, 

Parke-Davis ) 0.5  Gm.,  bottles  of  100  and  1,000,  and  Sus- 

pension, 250  mg.  per  4 cc.,  16-ounce  bottles.  CELONTIN® 
Kapseals  ( methsuximide , Parke-Davis)  0.3  Gm.,  bottles 

of  100.  ZARONTIN®  Capsules  ( ethosuximide,  Parke-Davis ) 

0.25  Gm.,  bottles  of  100. 

REFERENCES:  (1)  Roseman,  E.:  Neurology  11:912,  1961.  (2)  Bray, 
R F.:  Pediatrics  23:151,  1959.  (3)  Chao,  D.  H.;  Druckman,  R.,  & Kella- 
way,  E:  Convulsive  Disorders  of  Children,  Philadelphia,  W.  B.  Saunders 
Company,  1958,  p.  120.  (4)  Crawley,  J.W.:  M.  Clin.  North  America  42:317, 
1958.  (5)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders in  Children,  Springfield,.  111.,  Charles  C Thomas,  1954,  p.  190. 

(6)  Ibid.:  Postgrad.  Med.  20:584,  1956.  (7)  Merritt,  H.  H.:  Brit.  M.  J. 

1:666,  1958.  (8)  Carter,  C.  H.:  Arch.  Neurol.  & Psychiat.  79:136,  1958. 

(9)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman,  H.  F. : Epileptic  Seizures, 

Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(10)  Goodman,  L.  S„  & Gilman,  A.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 

This  advertisement  is  not  intended  to  provide  complete  information 
for  use.  Please  refer  to  the  package  enclosure, 

medical  brochure,  or  write  for  detailed  infor-  PARKE-DAVIS 
motion  on  indications,  dosage,  and  precau - 4 cc«/w. 

tions.  *33(2 


NTZ  Nasal  Spray  gives  prompt,  dependable  decongestion  of  the  nasal  membranes  for  fast  symptomatic 
relief  of  hay  fever.  The  first  spray  shrinks  the  turbinates,  restores  nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  minutes  later,  improves  sinus  ventilation  and  drainage.  Excessive 
rhinorrhea  is  reduced. 

NTZ  is  more  than  a simple  vasoconstrictor.  It  contains  Neo-Synephrine®  HCI  0.5% — the  efficacy  of 
which  is  unexcelled-to  shrink  nasal  membranes  and  provide  inner  space;  Thenfadil®  HCI  0.1%  for 
potent  topical  antiallergic  action;  and  Zephiran®  Cl  1:5000  (antibacterial  wetting  agent)  to  promote 
the  spread  of  the  decongestant  components  to  less  accessible  nasal  areas.  NTZ  is  well  tolerated  and 
does  not  harm  respiratory  tissues. 

NTZ  Nasal  Spray  also  provides  decongestive  relief  for  head  colds,  perennial  rhinitis  and  sinusitis. 
Supplied  in  leakproof,  pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with  dropper. 


helps  hay  fever  patients 
forget  the  “season” 


nTz 


Nasal  Spray 


NTZ.  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine)  and  Zephiran 


chloride  (brand  of  benzalkonium  chloride,  refined) 
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DIETARY  SUPPLEMENT 


ABATES  “UNCERTAIN  NUTRITION" 


New  BAKER’S  12-13,  a combination  of  es- 
sential nutrients,  offers  an  effective  aid  for 
management  of  short-term  or  long-term 
supplementation  in  a wide  variety  of  nu- 
tritional problems. 

BAKER’S  12*13  is  indicated  for: 


• geriatric  patients 

• pregnancy  and 
lactation 

• underweight  and 
malnourishment 

• pre-  and  post- 
surgical  patients 

Baker’s  12-13  is  an  economical,  balanced  composite  of  all  known  dietary  essentials:  protein 
—fat— carbohydrate— minerals— vitamins. 

When  "nutrition  is  uncertain”  . . . prescribe  BAKER’S  12-13  for  your  patients. 


• convalescence 

• alcoholics 

• ulcer  patients 

• dieting  patients 

• patients  unable  to 
take  solid  foods 
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Oscar  W.  Thoeny,  M.D.  (Phoenix);  Hugh  C.  Thompson, 
M.D.  (Tucson);  Florence  B.  Yount,  M.D.  (Prescott). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Chairman  (Phoenix);  Charles  E.  Henderson, 
M.D.  (Phoenix);  John  W.  Kennedy,  M.D.  (Phoenix);  Harold 

W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer,  M.D.  (Tuc- 
son); Abe  I.  Podolsky,  M.D.  (Yuma). 

INDUSTRIAL  RELATIONS  COMMITTEE:  Juan  E.  Fonseca, 
M.D.,  Chairman  (Tucson);  Oscar  W.  Friske,  M.D.  (Young- 
town);  Joseph  P.  McNally,  M.D.  (Prescott);  Charles  P.  Neu- 
mann, M.D.  (Tucson);  John  H.  Ricker,  M.D.  (Phoenix); 
Robert  W.  Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Ben  P.  Frissell,  M.D.,  Co-Chair- 
man (Phoenix);  Jesse  D-  Hamer,  M.D.,  Co-Chairman  (Phoe- 
nix); John  S.  Carlson,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Derrill  B. 
Manley,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
William  B.  Steen,  M.D.  (Tucson);  George  C.  Truman,  M.D. 
(Mesa). 

MEDICAL  ECONOMICS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson);  John 
A.  Eisenbeiss,  M.D.  (Phoenix);  Benjamin  Herzberg,  M.D. 
(Phoenix);  Donald  A.  Poison,  M.D.  (Phoenix). 

MEDICO-LEGAL  COMMITTEE:  Louis  Hirsch,  M.D.  Chairman 
(Tucson);  Jack  E.  Brooks,  M.D.  (Phoenix);  Ian  M.  Chesser, 
M.D.  (Tucson);  William  B.  Helme,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  George  A.  Spikes,  M.D.  (Doug- 
las). 

NATIONAL  LEGISLATION  COMMITTEE:  Leslie  B.  Smith, 

M. D.,  Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Ben  P.  Frissell,  M.D.  (Phoenix). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D. 
(Flagstaff);  Edmundo  F.  Felix,  M.D.  (Tucson);  Ruland  W. 
Hussong,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man (Phoenix);  James  D.  Alway,  Jr.,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix); 
W.  Albert  Brewer,  M.D.  (Phoenix);  Orin  J.  Famess,  M.D. 
(Tucson);  Ray  Fife,  M.D.  (Phoenix);  Henry  P.  Limbacher, 
M.D.  (Tucson);  George  G.  McKhann,  M.D.  (Phoenix); 
Hermann  S.  Rhu,  M.D.  (Tucson);  Paul  L.  Slosser,  M.D. 
(Yuma);  Charles  A.  L.  Stephens,  Jr.,  M.D.  (Tucson). 
PROFESSIONAL  LIAISON  COMMITTEE:  Noel  G.  Smith,  M.D.. 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  (Tempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  H.  Smith,  M.D.  (Tucson);  Albert  G.  Wag- 
ner, M.D.  (Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Robert  H.  Bullington,  M.D. 
(Phoenix);  Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas); 
William  F.  Holsey,  M.D.  (Tucson);  Ralph  T.  Irwin,  M.D. 
(Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John  F.  Kahle, 
M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D.  (Mesa);  Clarence 
H.  Kuhlman,  M.D.  (Tucson);  Clarence  L.  Robbins,  M.D. 
(Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman,  (Tucson);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  James  E.  Brady,  Jr., 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
Richard  L.  Dexter,  M.D.  (Tucson);  Richard  E.  H.  Duisberg. 
M.D.  (Phoenix);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  Fred 

L.  Goff,  M.D.  (Douglas);  Delmer  J.  Heim,  M.D.  (Tucson); 
Richard  B.  Johns,  M.D.  (Phoenix);  Fred  II.  Landeen,  M.D. 
Tucson);  William  H.  Lyle,  M.D.  (Yuma);  Deward  G.  Moody, 

M. D.  (Nogales);  Arthur  R.  Nelson,  M.D.  (Phoenix);  Walter 
M.  O’Brien,  M.D,  (Globe);  Edward  Sattenspiel,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.,  Consulting  Co-Chairman 
(Tucson). 
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I 

Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- VA  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  NEW  YORK  18,  N.  Y. 
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Arizona  Medicine 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1962-63  Board  Members 

Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

President  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Ave.,  Safford,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

President-Elect  Mrs.  Clare  W.  Johnson  (Marv  Ann) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

1st  Vice  President  Mrs.  Max  Costin 

(Organization  and  Membership  Chairman) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

Student  Nurse  Loan  Fund.  Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 

2nd  Vice  President  Mrs.  Thomas  Rowley  (Barbara) 

(Program  Chairman) 

114  South  Miller  Street,  Mesa,  Arizona 

COUNTY  PRESIDENTS  - 1962-63 

Treasurer  Mrs.  Toseph  L.  Bonnet  (Lorene) 

415  E.  Ocotillo  Rd.,  Phoenix  12,  Arizona 

Cocoino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Recording  Secretary  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

Gila  County  Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Safford,  Arizona 

Maricopa  County  Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Pima  County Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Yuma,  Arizona 

Yavapai  County Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Director  (2  years)  Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 

Yuma  County Mrs.  Paul  1.  Slosser  (Bettv) 

701  8th  Avenue,  Yuma,  Arizona 

STATE  COMMITTEE  CHAIRMEN  - 1962-63 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 

American  Medical  Education  Fund.  .Mrs.  C.  Selby  Mills  (Vivian) 

NORTE  AMERICA  Y MEXICO 

1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

Bulletin  Mrs.  Eh  ie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

President  Dr.  Juan  E.  Fonseca 

601  N.  Wilmot,  Tucson,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

President-Elect  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Vice-President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Secretary  for  the  United  States  Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Convention  To  be  announced 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

2200  16th  Place,  Yuma,  Arizona 

Treasurer  for  the  United  States  Dr.  Lucy  Vernetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Health  Careers  Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Exec.  Secy  for  United  States  Mr.  Byron  Browder 

3008  E.  6th  St.,  Apt.  D.,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Exec.  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 

COORDINATING  COMMITTEE 

211  S.  3rd  Street,  Globe,  Arizona 

COMITE  COORDINATOR 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

Dr.  Harry  E.  Thompson 

414  N.  Country  Club  Road,  Tucson,  Arizona 
99  West  Northview,  Phoenix,  Arizona 

Dr.  Hector  Gonzalez  Guevara 

Dr.  Ignacio  Chavez 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

Dr.  W.  R.  Manning 
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Put  your 
low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
— stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity : with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


( carisoprodol,  Wallace ) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


How  do  the 
lemons 
get  in  the 


Perhaps  this  should  be  cleared  up  once 
and  for  all.  There  are  no  lemons  in 
Vi-Daylin.  If  you’ve  ever  tasted  Vi-Daylin, 
this  might  surprise  you.  Certainly,  it 
would  surprise  the  youngsters.  To  most 
of  them,  Vi-Daylin  is  liquid  lemon  candy, 
and  that’s  that.  But  if  it’s  deception,  it’s 
sensible  deception.  You  never  have  to 
badger  the  kids  into  taking  their  vitamins. 
Nice  to  know,  too,  that  this  matchless 
matching  of  candy  essence  and  color  ele- 
gance can  be  found  in  all  the  forms  and 
formulas  of  Vi-Daylin. 

Vi-Daylin— Vitamins  A,  D,  Bj,  B2,  Bc,  B12, 
C,  and  Nicotinamide,  Abbott;  Vidaylin-m 
—Homogenized  Mixture  of  Vitamins  with 
Minerals,  Abbott;  Vi-Daylin-T— High  Po- 
tency Multivitamins,  Abbott. 


NO  REFRIGERATION  NEEDED 


~taAtu  JUifajL  ( 

VI-DAYLIN 

Homogenized  Mixture  of  Vitamins  A,  D,  Bt,  B*,  Bt. 
Bu,  C 8nd  Nicotinamide,  Abbott 


All  the  vitamins 
your  child 
normally  needs 


ABBOTT  LABORATORIES 

north  c h i c ago,  il li no  t s 


Remember,  there  are  three  liquid  formu- 
las: Vi-Daylin,  ViDaylin-M®  (with  min- 
erals), and  ViDaylin-T®  (therapeutic). 
And  if  patients  get  a little  owlly  and  won’t 
touch  anything  in  a spoon,  you  can  give 
them  the  new  Chewable  (please  see  back 
of  this  page). 

Each  delicious,  5-cc.  teaspoonful  of  Vi-Daylin  sup- 
plies the  following  proportions  of  the  Minimum 
Daily  Requirements  of:  M0R  MDR 

(Children)  (infants) 

Vitamin  A 0.9  mg.  (3000  units) 1 2 

Vitamin  D 10  meg.  (400  units) 1 1 

Thiamine  HCI  (Bi) 1.5  mg 2 6 

Riboflavin  (B2)  1.2  mg VA 2 

Ascorbic  Acid  (C) 50  mg. 2 Vz 5 

Nicotinamide 10  mg IV3 2 

Also  supplies  cyanocobalamin  (B,a)  3 meg.  and 
pyridoxine  Hydrochloride  1 mg  . »’09C.  «*A 


(an  unsolicited  testimonial  from  an  actual  letter) 


HH 

ABBOTT 

//  you  have  patients  on  a cholesterol  depressant  diet , this  will  be  welcome  news : 


General  Mills  is  now  making  available,  through  grocery  stores,  a Safflower 
Oil  which  is  totally  acceptable  in  the  diet,  and  which  is  priced  reasonably. 

SAFFOUFE 

Safflower  Oil 


poly-unsaturated 


SAFFLOWER  OIL 

for  salads,  baking 
A.  and  frying 


As  you  know,  Safflower  Oil  is 
higher  in  poly-unsaturates  and 
lower  in  saturated  fats  than 
any  other  type  of  readily  available 
vegetable  oil. 

When  an  increased  poly- 
unsaturated fatty  acid  intake  is 
desirable,  you  can  recommend 
Saff-o-life  Safflower  Oil.  You 
can  do  so  with  the  assurance  that 
the  patient  will  find  it  completely 
appetizing— clear,  light  and 
fresh-smelling— and  priced  at  a 
level  which  poses  no  problem. 

Ratio  of  Linoleates*  to  Saturates 

*(Poly-Unsatu  rates) 

SAFFLOWER  OIL  *9.0  to  1.0 
CORN  OIL*  5.3  to  1.0 
SOYBEAN  OIL  *3.5  to  1.0 
COTTONSEED  OIL  • 2.0  to  1.0 
PEANUT  OIL*  1.6  to  1.0 

Physicians  who  wish  recipes 
using  Saff-o-life  Safflower  Oil 
are  invited  to  write  directly 
to  General  Mills,  Inc. 

Address  your  inquiries 
to  Professional  Services 
Director,  General  Mills,  Inc. 

Dept.  120,  9200  Wayzata  Blvd., 
Minneapolis  26,  Minnesota. 
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gratifying 
relief  C 
in  bronchial 
asthma 


unsurpassed  for  total  patient  benefits 

0 m fil© 


w 

Triamcinolone  Lederle 


With  ARISTOCORT,  asthma- 
tic patients  obtain  sustained 
relief  of  wheezing , dyspnea , 
and  spasmodic  coughing.  It  is 
of  particular  value  in  amelio- 
rating severe  attacks  that 
may  have  serious  sequelae. 
With  ARISTOCORT , many  pa- 
tients who  might  otherwise  be 
invalids  are  able  to  continue 
their  customary  livelihoods 
or  maintain  their  regular 
household  activities.  Yet 
this  symptomatic  relief  is 
not  often  accompanied  by  the 
hormonal  collateral  effects 
—sodium  retention , edema, 
emotioned  disturbance, 
insomnia,  voracious  appetite  — 
that  so  often  have  been  a 
deterrent  to  steroid  therapy. 


SUPPLIED:  Scored  tablets  (three  strengths), 
syrup  and  parenteral.  Request  complete 
information  on  indications,  dosage, 
precautions  and  contraindications  from 
your  Lederle  representative,  or  write  to 
Medical  Advisory  Department. 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York 


WITH  YOUR 
ENCOURAGEMENT 

AND 

DEXEDRINE® 

brand  of  dextro  amphetamine 

SPANSULE® 

brand  of  sustained  release  capsules 


she's  losing  weight 


‘Dexedrine’  Spansule  capsules  not  only 
control  appetite  all  day  long,  but  at 
the  same  time  encourage  normal 
activity.  This  is  particularly  important 
because  overweight  patients  are  often 
inactive.  In  such  patients  ‘Dexedrine’ 
overcomes  lethargy,  helps  renew  their 
interest  in  doing  things— not  j ust  eating. 


PRESCRIBING 

INDICATIONS  AND  DOSAGE:  For  the 
following  indications,  the  recommended  daily 
dosage  is  one  or  two  'Dexedrine’  Spansule  cap- 
sules, usually  taken  in  the  morning:  control  of 
appetite  in  weight  reduction;  depressive  states; 
alcoholism.  In  narcolepsy,  the  recommended 
daily  dosage  is  up  to  50  mg.  of  ‘Dexedrine’  by 
’Spansule’  capsule  on  arising. 

SIDE  EFFECTS:  Insomnia,  excitability  and 
increased  motor  activity  are  infrequent  and 
ordinarily  mild. 

Smith  Kline  & French  > 


INFORMATION 

CAUTIONS:  Should  be  used  with  caution  in 
patients  hypersensitive  to  sympathomimetic 
compounds;  in  cases  of  coronary  or  cardiovas- 
cular disease;  and  in  the  presence  of  severe 
hypertension. 

CONTRAINDICATIONS:  Hyperexcitability ; 
agitated  pre-psychotic  states. 

SUPPLIED:  5 mg.,  10  mg.  and  15  mg.,  in 
bottles  of  30.  (Each  capsule  contains  dextro 
amphetamine  sulfate,  5 mg.,  10  mg.,  or  15  mg.) 
Prescribing  information  adopted  January  1961. 

Ck  Laboratories 
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Arizona  Medicine 


1961-62  ANNUAL  REPORT  OF  THE 
PROFESSIONAL  LIAISON  COMMITTEE 

Organizational  structure  has  been  the  same 
as  in  previous  years,  with  individual  members 
of  the  parent  committee  serving  as  chairmen  of 
subcommittee  groups,  and  in  turn  selecting  their 
members  for  these  subcommittees.  Only  one 
change  was  instituted  this  year  — that  was  the 
change  in  title  from  the  “Subcommittee  on 
Association  of  Physicians  and  Surgeons”  to  “Sub- 
committee on  Related  Non-Official  Organiza- 
tions.” 

The  full  committee  held  two  meetings  during 
the  year,  in  June  and  November.  However,  the 
bulk  of  the  work  of  the  committee  was  handled 
at  the  subcommittee  level,  and  will  be  reported 
separately.  Activity  was  greatest  in  the  Allied 
Professions,  Careers,  and  Public  and  School 
Health  subcommittee  sections. 

The  reports  of  the  various  committees  are  as 
follows : 

Allied  Professions  — Clyde  Kurtz,  M.D., 
Chairman 

OPTOMETRY:  Dr.  Paul  Case  was  contacted 
referable  to  ARMA  House  of  Delegates  resolu- 
tion No.  16  regarding  “Establishment  of  a Com- 
mission on  the  Relationship  of  Medicine  to  Op- 
tometry” in  the  late  summer  of  1961.  Chairman 
of  the  subcommittee  was  informed  by  Dr.  Case 
that  in  view  of  action  taken  by  the  A.M.A.  in 
their  June,  1961  meeting,  this  resolution  could 
be  dropped  and  the  matter  considered  closed. 
No  further  additional  business  was  brought  be- 
fore the  subcommittee  in  regard  to  optometry. 

PODIATRY:  The  subcommittee  studied  the 
problem  of  podiatrists  in  regard  to  hospital  staff 
memberships  and  their  activities  therein.  The 
committee  recommended  to  the  Board  of  Di- 
rectors that  it  adopt  as  our  code  the  statement 
of  policy  of  the  American  Academy  of  Ortho- 
pedic Surgeons  on  the  practice  of  podiatry  in 
hospitals,  deleting  paragraph  No.  6 referable 
to  the  performance  of  surgery  by  podiatrists 
acting  as  technicians  under  supervision  of  staff 
surgeons.  It  was  felt  that  the  surgical  practice 
of  a podiatrist  in  a hospital,  even  though  osten- 
sibly under  direct  supervision  of  a member  of 
that  hospital,  is  to  be  denied. 

PHARMACIES:  Closer  liaison  was  estab- 

lished between  the  subcommittee  and  Mr.  Dun- 
can, Executive  Secretary,  Arizona  Pharmaceuti- 
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cal  Association.  A plea  was  rendered  through 
the  Arizona  Medical  Association  journal  for  bet- 
ter discipline  among  the  doctors  in  regard  to 
calling  in  Class  A narcotics  prescriptions.  The 
subcommittee  is  in  support  of  the  American 
Pharmaceutical  Association  and  the  Arizona 
Pharmaceutical  Association  in  their  belief  that 
mail-order  prescriptions  represent  a threat  to 
the  physician-patient-pharmacist  relationship.  A 
positive  plan  of  approach  to  alleviate  this  situ- 
ation where  it  exists,  principally  in  the  senior- 
citizens  group,  is  being  formulated.  No  formal 
complaints  have  been  rendered  to  the  commit- 
tee from  the  Arizona  Pharmaceutical  Association 
regarding  ownership  of  pharmacies  or  partici- 
pation in  ownership. 

OSTEOPATHY:  A recent  AMA  statement 
of  policy  whereby  voluntary  professional  associ- 
ation between  a doctor  of  medicine  and  a doctor 
of  osteopathy  would  not  be  unethical  if  the 
D.  O.  met  prescribed  standards  has  been  passed 
to  the  state  level  for  implementation  of  said 
policy.  The  subcommittee  supports  in  a general 
sense  the  A.M.A.  effort  for  closer  liaison  but 
feels  that  the  evolutionary  process  will,  by  ne- 
cessity, come  slowly.  Because  of  the  American 
Osteopathic  Association’s  own  desire,  both  on  a 
national  and  state  level,  to  remain  a separate 
medical  entity  and  because  of  the  lack  of  stand- 
ardization of  existing  osteopathic  schools  of 
medicine,  as  well  as  state  licensing  boards,  the 
subcommittee  feels  that  no  liaison  should  be 
pursued  by  this  organization  at  this  time.  The 
subcommittee  stands  ready  for  liaison  should  it 
be  requested  by  the  osteopathic  group  and  will 
continue  to  accumulate  information  from  other 
states  regarding  transitional  problems. 

Careers  and  Arizona  AMEF  — 

Albert  G.  Wagner,  M.D.,  Chairman 

A successful  medical  recruitment  program  in 
Arizona  appears  to  be  under  way.  After  ap- 
proval by  the  Board  of  Directors  of  the  Associa- 
tion with  an  appropriation  of  $1000,  a long-term 
Medical  Careers  Program  is  being  developed.  It 
is  designed  to  find  qualified  students  and  stimu- 
late and  maintain  an  active  interest  in  their  en- 
tire medical  career  from  high  school  through 
pre-medical  and  medical  school,  internship 
(specialty  training  if  desired),  and  into  active 
practice  in  the  community.  The  state  Medical 
Careers  Subcommittee  consists  of  seven  mem- 
bers representing  the  geographical  regions  of 
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the  state.  Each  of  the  14  counties  (with  one  ex- 
ception) has  a Medical  Careers  chairman  ap- 
pointed by  his  respective  society. 

A pilot  program  is  being  carried  out  in  Mari- 
copa County.  As  it  develops,  further  practical 
suggestions  for  use  in  the  other  13  societies  are 
being  drawn  up  for  the  “Suggested  County  Med- 
ical Careers  Program.”  A packet  on  Medical  Ca- 
reers, including  useful  materials  for  setting  up 
such  programs,  has  been  mailed  to  each  county 
chairman.  Further  mailings  will  be  sent  out.  The 
pilot  program  in  Maricopa  County  has  been 
well  received  by  students,  parents,  teachers,  and 
counsellors.  Doctors  on  the  committee  have 
worked  diligently  and  effectively.  At  the  county- 
wide kick  off  meeting,  750  people  including  190 
students  completed  the  “Your  Career”  question- 
naire. Since  then,  the  Medical  Career  Night  has 
been  repeated  at  10  high  schools  with  51  doctors 
participating.  An  additional  391  people  have  at- 
tended and  204  more  students  have  registered 
interest  in  medicine,  and  are  being  followed  up. 
A total  of  387  students  have  been  assigned  to 
doctor-sponsors. 

Recommendations : 

1)  Continue  development  of  the  program  as 
planned. 

2)  Stimulate  participation  by  county  societies, 
and  an  active  recruitment  program  using  parts 
or  all  of  the  planned  materials  now  available. 

3)  Provide  funds  in  the  current  budget  for 
the  purchase  of  films,  displays,  materials,  print- 
ing and  mailing  as  needed,  with  a minimum  of 
$1000  per  annum. 

4)  Increase  funds  in  the  Benevolent  and  Loan 
Fund  in  order  to  increase  the  number  of  loans 
available  to  students. 

ARIZONA  AMEF:  Contributions  to  AMEF 
for  the  year  1961  by  doctors  and  the  medical 
auxiliary  total  $17,066.08. 

Recommendations : 

1 ) I hat  the  $10  assessment  be  continued. 

2)  ! hat  consideration  be  given  to  diverting 
$5  of  this  assessment  to  the  Benevolent 
and  Loan  Fund  for  use  in  medical  career  loans 

to  qualified  students. 

Governmental  Medical  Staffs  — 

William  G.  Payne,  M.D.,  Chairman 

The  work  of  the  subcommittee  on  Govern- 
mental Medical  Staffs  during  this  year  has  been 
concerned  primarily  with  investigation  of  the 
provision  for  medical  supervision  of  minor  chil- 
dren under  the  custody  of  various  local,  county. 


and  state  boards  and  agencies.  The  laws  of  our 
neighboring  states  concerning  these  matters  have 
been  obtained  and  studied.  Note  is  made  of  a 
Youth  Authority  established  in  this  state;  how- 
ever, interviews  with  members  of  our  bench  re- 
veal that  functioning  of  this  authority  has  been 
ineffective.  Recommendation  for  further  study 
and  for  establishment  of  better  liaison  between 
organized  medicine  and  agencies  having  custody 
of  minor  children  is  made. 

Nurses  — 

Delbert  L.  Secrist,  M.D.,  Chairman 

With  thought  and  hope  of  providing  better 
understanding  and  closer  professional  relation- 
ship between  the  physicians  and  nurses  of  the 
state,  meetings  were  held  with  some  of  the  offi- 
cers of  the  Arizona  State  Nurses  Association  and 
the  Arizona  League  of  Nurses.  Letters  expressing 
the  willingness  of  The  Arizona  Medical  Associa- 
tion to  assist  or  cooperate  with  both  of  these  or- 
ganizations were  sent  to  their  respective  execu- 
tive officers.  As  a result  of  these  contacts,  the 
following  suggestions,  or  recommendations,  are 
made: 

1)  That  physicians  try  to  consider  the  nurse 
as  a partner  ’ in  the  team  that  is  trying  to  pro- 
vide the  best  medical  care  for  the  patient,  and 
not  merely  as  a servant. 

2)  That  in  political  and  legislative  matters,  the 
medical  association  assist  the  Nursing  Associa- 
tion in  promoting  legislation  that  will  benefit 
the  patient  and  promote  the  best  medical  care 
for  Arizona,  and  vice  versa.  Specifically,  the 
nursing  organizations  request  the  assistance  of 
the  medical  association  in  defeating  the  bill  now 
proposed  which  would  license  by  waiver  nurses’ 
aides,  and  thus  make  them  licensed  practical 
nurses  without  going  through  adequate  training 
programs. 

3)  That  physicians  assist  as  much  as  possible 
in  the  service  training  of  the  nurses,  helping  to 
bring  them  up  and  keep  up  in  the  present  meth- 
ods of  diagnosis  and  treatment  of  patients. 

4)  That  in  the  matter  of  local,  regional  and 
state  meetings,  the  above  respective  organiza- 
tions invite  one  another,  and  that  each  make 
special  efforts  to  attend  and  participate  in  the 
discussions  of  each  other’s  meetings.  The  sug- 
gestion was  made  that  perhaps  joint  meetings 
might  occasionally  be  held,  to  the  benefit  of  all. 
Related  Non-Official  National  Organizations  — 
Harold  J.  Rowe,  M.D.,  Chairman 

During  the  past  year,  this  subcommittee  has 
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met  at  called  intervals  in  cooperation  with  the 
full  Professional  Liaison  Committee,  and  has 
conducted  business  concerning  the  related  non- 
official national  organizations.  The  main  sub- 
ject was  the  scholarships  offered  by  the  national 
foundations.  These  were  brought  to  the  attention 
of  parties  who  desired  the  information  — but  it 
is  not  known  to  this  committee  whether  the 
scholarships  have  been  used  in  nursing  and  med- 
icine, or  not.  It  has  been  thought  by  the  com- 
mittee that  in  the  future,  further  exploration  in 
the  field  of  arthritis,  congenital  defects,  polio- 
myelitis, special  treatment  centers,  rehabilita- 
tion clinics,  heart  stations,  etc.,  could  be  done, 
and  that  perhaps  the  committee  could  be  more 
effective  if  more  of  the  national  organizations 
were  approached.  It  is  hoped  that  this  can  be 
done  in  the  future. 

Public  and  School  Health  — 

Hugh  H.  Smith,  M.D.,  Chairman 

Arising  from  the  deliberations  of  this  subcom- 
mittee, the  following  observations  and  recom- 
mendations are  submitted: 

The  unprecedented  population  increase  and 
the  resultant  urbanization  and  industrialization 
of  many  areas  of  our  state  is  producing  many 
new  problems  which  concern  the  public  health 
efforts  of  our  state.  Problems  in  waste  disposal, 
air  and  water  pollution,  and  greater  danger  of 
transmission  of  communicable  disease,  contam- 
ination of  milk  and  food  supplies  from  use  of 
toxic  insecticides,  etc.,  point  up  the  magnitude 
of  this  public  health  need.  Public  health  agen- 
cies must  be  well-equipped  to  meet  these  new 
challenges.  This  signifies  the  necessity  of  highly 
trained  staffs  competent  in  the  complex  skills 
required  to  meet  modern  threats  to  healthful 
community  living. 

The  subcommittee  reapproved  the  1960  report 
on  school  health,  which  in  turn  was  accepted  by 
the  Professional  Liaison  Committee.  Attention 
is  again  called  to  the  disparity  between  school 
health  programs  provided  to  children  in  differ- 
ent school  districts  in  the  state. 

Recommendations : 

1)  That  the  Arizona  Medical  Association  rec- 
ognize the  necessity  for  strong,  well-supported 
State  Health  Department  staffed  by  highly 
trained,  experienced,  professional  individuals. 

2)  That  an  efficient  local  health  department 
be  established  in  every  county  having  sufficient 
population  (25,000  approximately),  to  protect 
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the  health  of  the  people  and  to  bring  health 
services  to  the  citizens  most  in  need  of  them. 
In  other  counties,  arrangements  for  necessary 
services  could  be  developed  on  a contract  basis 
with  the  State  Health  Department. 

3)  That  the  State  Public  Health  Laboratories 
be  provided  increased  facilities  and  staff,  so  that 
physicians  can  get  prompt  and  reliable  tests 
done  on  all  suspected  cases  of  contagious  dis- 
ease, including  viral  and  rickettsial  infections. 

4)  That  the  State  Board  of  Health  be  request- 
ed to  revise  the  list  of  reportable  diseases,  and 
to  review  the  system  for  collecting  this  informa- 
tion. 

5)  That  the  attention  of  the  State  Board  of 
Health  be  called  to  the  giving  of  immunizations 
in  some  counties  by  nurses  without  adequate 
medical  supervision. 

6)  That  a licensing  system  for  medical  labora- 
tories, governmental  and  private,  be  considered 
by  the  association  with  the  view  to  maintaining 
a high  standard  of  service  to  the  public. 

7)  That  the  association  urge  action  on  the 
part  of  the  State  Health  Department  and  of  the 
legislature  to  improve  the  quality  of  nursing 
home  care  in  Arizona. 

8)  That  the  association  recognizes  the  increas- 
ing threat  of  air  pollution  to  urban  inhabitants 
of  Arizona,  and  go  on  record  as  favoring  a con- 
tinuing investigation  of  the  problem. 

9)  That  the  association  stimulate  action  to  im- 
prove the  health  care  of  school  children.  This 
action  might,  in  the  first  place,  be  to  urge  school 
authorities  in  those  districts  not  now  doing  so, 
to  recognize  some  responsibility  for  the  protec- 
tion and  promotion  of  health  of  the  children  at- 
tending their  schools. 

10)  That  the  association  urge  its  members  to 
assume  a more  active  role  in  the  practice  of  pre- 
ventive measures,  especially  immunizations, 
among  their  patients  particularly  in  the  pre- 
school and  school-age  groups. 

Womans  Auxiliary  — Ernest  A.  Born,  M.D. , 
Chairman 

Dr.  Born  reports  no  notable  activity  in  this 
section.  No  formal  report  submitted. 

The  chairman  of  this  committee  takes  the  op- 
portunity to  express  his  gratitude  and  apprecia- 
tion to  the  various  subcommittee  chairmen  who 
have  worked  diligently  to  complete  the  assign- 
ments directed  to  them. 

In  two  subcommittees,  there  has  been  ex- 
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pressed  the  need  for  renewed  and  intensified 
activity  — namely,  in  the  Related  Non-Official 
National  Organizations,  and  in  the  Nursing  sec- 
tions. It  is  hoped  that  effort  in  these  fields  may 
be  continued  to  the  benefit  of  our  profession. 

One  problem  which  we  encountered  this  year, 
which  I hope  is  peculiar  to  our  committee,  was 
a slow  start  due  to  loss  of  continuity,  and  trans- 
fer of  records  of  deliberations  and  activities 
from  previous  committee  chairmen.  It  is  hoped 
that  this  weakness  can  be  overcome  in  the  fu- 
ture. Proper  communication  from  one  committee 
to  another  and  continuity  of  effort  are  essential 
to  smooth  functioning  of  any  committee  en- 
deavor. 

Respectfully  submitted, 
Ben  P.  Frissell,  M.D.,  Chairman 
Professional  Liaison  Committee 

BENEVOLENT  AND 
LOAN  FUND  COMMITTEE 

June  27,  1962  Meeting 

Present:  Earl  R.  Baldwin,  M.D.,  chairman; 
Donald  K.  Buffmire,  M.D.;  Charles  E.  Hender- 
son, secretary;  Paul  R.  Boykin,  assistant  execu- 
tive secretary. 

Minutes 

Dr.  Buffmire  reviewed  the  minutes  and  actions 
of  the  meetings  of  the  committee  that  were 
held  on  July  9,  1961  and  September  14,  1961.  It 
was  moved  and  carried  that  the  minutes  of  the 
two  meetings  be  approved  as  printed,  and  circu- 
lated among  the  membership. 

Loan  Grants 

It  was  moved  and  carried  that  the  official 
minutes  of  this  meeting  of  the  committee  record 
the  previous  action  of  the  committee  by  tele- 
phone poll  approving  a $1,500  loan  to  Gilbert  M. 
Rodriquez  on  March  9,  1962. 

Financial  Report 

Dr.  Baldwin  reviewed  for  the  committee  a re- 
port of  the  Valley  National  Bank  and  Trust  De- 
partment. The  report  covered  statements  of 
transactions  in  the  account  from  April  15,  1961 
to  April  15,  1962,  including  a statement  of  assets 
as  of  that  date. 

It  was  noted  that  the  principal  cash  available 
for  loan  purposes  as  of  April  15,  1962  was 
$8,594.21.  Premiums  for  insurance  for  the  ex- 


tended period  of  coverage  for  each  loan  granted 
to  the  scheduled  date  of  repayment  would 
amount  to  approximately  $2,550.  The  estimated 
balance  left  for  loan  purposes  would  be  approxi- 
mately $6,000. 

Valley  National  Bank  vs. 

AMAERF  Assistance 
Status  Report 

On  direction  of  Dr.  Baldwin,  the  assistant 
executive  secretary  had  contacted  Mr.  Dale  John- 
son of  the  Commercial  Loan  Department  of  the 
Valley  National  Bank.  They  had  discussed  the 
possibilities  of  that  institution’s  interest  in  dup- 
licating a program  similar  to  AMAERF  for  The 
Arizona  Medical  Association,  Inc. 

The  Valley  National  Bank  had  appeared  ex- 
tremely interested  in  being  of  assistance  in  such 
a program.  It  immediately  instituted  effort  to- 
ward determining  ways  and  means  by  which 
such  a program  might  be  instituted  in  the  State 
of  Arizona,  complying  with  banking  statutory 
requirements. 

It  was  noted  that  a time  estimate  for  deter- 
mination of  the  feasibility  of  such  program  would 
approximate  four  to  six  weeks  and  that  insti- 
tution of  such  program  woidd  be  unlikely  be- 
fore early  1963. 

The  committee  directed  the  central  office  to 
maintain  effort  in  this  regard. 

Review  of 

Applications  for  Loans 

It  was  apparent  that  the  committee  would 
not  be  in  position  to  offer  loans  to  prior  reci- 
pients nor  to  initial  applicants  due  to  its  finan- 
cial position. 

It  was  determined  to  correspond  with  Dr. 
Hugh  H.  Hussey  Jr.,  president,  AMAERF,  ex- 
pressing the  hope  that  the  AMAERF  would  be 
in  position  to  grant  loans  to  those  medical  stu- 
dents of  record  previously  assisted  by  the  Bene- 
volent and  Loan  Fund  Committee  of  The  Ari- 
zona Medical  Association,  Inc.  and  offering  in- 
formation from  the  files  of  record  of  the  appli- 
cants. 

It  was  further  determined  to  inform  the 
candidates  for  such  loans  of  the  regrets  of  the 
committee  in  its  inability  to  obtain  funds  to 
continue  assistance  to  each  of  them,  and  to  urge 
that  their  early  request  for  assistance  be  direct- 
ed to  Dr.  Hussey. 

It  was  further  determined  to  forward,  until 
further  notice,  all  requests  for  financial  assis- 
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tance  for  medical  students  to  AMAERF  in  Chi- 
cago. 

It  was  moved  by  Dr.  Henderson,  seconded  by 
Dr.  Buffmire,  and  unanimously  carried  that  the 
program  as  delineated  above  be  prepared  for 
release  and,  due  to  the  apparent  emergency,  be 
forwarded  to  the  Executive  Committee  of  The 
Arizona  Medical  Association  for  its  approval 
and  immediate  release. 

Benevolent  Fund 
Legal  Review  Report 

The  committee  reviewed  correspondence  from 
Mr.  Brooks  Wilder  from  the  legal  firm  of  Snell 
& Wilmer  to  Mr.  Bernard  Hirsch,  Director,  Law 
Department  of  AMA  on  the  possibility  of  the 
loss  of  tax  exempt  status  of  The  Arizona  Medical 
Association,  Inc.  through  grants  or  loans  from 
the  Benevolent  and  Loan  Fund  to  association 
members  in  financial  distress. 

The  report  was  received  and  it  was  directed 
that  it  be  followed.  A final  report  is  to  be  made 
to  the  committee  at  its  next  meeting. 

Charles  E.  Henderson,  M.D. 

Secretary 

BOARD  OF  MEDICAL  EXAMINERS 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
April  21,  1962,  issued  certificates  to  practice 
medicine  and  surgery  in  this  State  to  the  fol- 
lowing doctors  of  medicine: 

ANKENBRANDT,  Leo  Jerome  (GP),  USAH 
Navajo  Ordinance  Depot,  Flagstaff,  Arizona. 

ATHERTON,  Leo  George  (ObG),  300  War 
Memorial  Drive,  Peoria,  Illinois. 

BARR,  Robert  Earl  (GP),  P.O.  Box  38,  Tilden, 
Nebraska. 

BAYBA,  Lewellyn  Bringle  (GP),  Maricopa 
County  General  Hospital,  Phoenix,  Arizona. 

BEELER,  John  Watson  (R),  712  Hume  Man- 
sur Bldg.,  Indianapolis,  Indiana. 

BEN-ASHER,  M.  David  (I),  Madigan  Gen- 
eral Hospital,  Tacoma  99,  Washington. 

BERNER,  Clifford  Leeland  (GS),  109  N.  Galt 
Ave.,  Louisville  6,  Kentucky. 

BESEMANN,  Eberhard  Franz  (R),  459  N.E. 
108th,  Bellevue,  Washington. 

BOWERSOCK,  George  Wesley  (GP),  618 
Central  Ave.,  Safford,  Arizona. 

BROWN,  Harry  Jerome  (R),  4115  University 
Way,  N.E.,  Seattle,  Washington. 
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CANNON,  Joe  Wesley  (GP),  900  Harmony 
Lane,  Lacon,  Illinois. 

CAUBLE,  David  Benjamin  (ObG),  1322  W. 
Willetta,  Phoenix,  Arizona. 

CELNIKER,  Benny  (ObG),  47  Knox  Ave., 
Buffalo  16,  New  York. 

CHESSEN,  Gerald  James  (OPH),  Tucson 
Medical  Center,  Tucson,  Arizona 

COHN,  Frederick  (ObG),  Irwin  Army  Hos- 
pital, Ft.  Riley,  Kansas. 

COLE,  Peter  Martin  (Ped),  549  Geranium 
Ave.,  Altus,  Oklahoma. 

CONN,  Jerome  W.  (I),  5921  E.  Cheney  Rd., 
Scottsdale,  Arizona. 

COOK,  William  Thomas  (R),  1817  Ardleigh 
Rd.,  Columbus  21,  Ohio. 

CURTIN,  Thomas  Lee  (OPH),  U.  S.  Naval 
Hospital,  San  Diego,  California. 

DASHER,  Samuel  Paul  (P),  80  Park  Ave., 
New  York  16,  New  York. 

DAVIS,  Lee  Parker  (I),  St.  Joseph’s  Hospital, 
Phoenix,  Arizona. 

DE  MOSS,  Bill  Christ  (GP),  3322  Holmes 
Ave.  S.,  Mineapolis  8,  Minnesota. 

DICKMAN,  Paul  Albrecht  (GP),  1901  Emer- 
son St.,  Denver  18,  Colorado. 

DIETRICH,  Alfred  Gossett  (GS),  123  E. 
Beauregard  Ave.,  San  Angelo,  Texas. 

DREGSETH,  Kenneth  Adair  (GP),  Copper 
Queen  Hospital,  Bisbee,  Arizona. 

DYESS,  Nelson  Hart  (Anes),  LTSAF  Hospital, 
Clark  AFB,  APO  74,  San  Francisco,  California. 

EARNEST,  III,  Franklin  (NS),  Bell  Bldg.,  709 
Madison  Ave.,  Toledo,  Ohio. 

EINHORN,  Harold  (R),  259  Harding  Ave., 
Waukegan,  Illinois. 

EKLUND,  Harley  Sven  (GP),  Osceola,  Ne- 
braska. 

EWING,  David  Russell  (GP),  Orange  City 
General  Hospital,  Orange,  California. 

FARNER,  Lloyd  Marvin  (PH),  State  Office 
Bldg.,  Phoenix  7,  Arizona. 

FERRARA,  Pasquale  (ALR),  c/o  E.  G.  Bar- 
net,  M.D.,  15  E.  Monroe  St.,  Phoenix,  Arizona. 

FLESHMAN,  J.  Kenneth  (GP),  Box  663, 
Whiteriver,  Arizona. 

FRIEDLAENDER,  Sidney  (A-I),  10300  W. 
Seven  Mile  Rd.,  Detroit  21,  Michigan. 

GAVITT,  Elizabeth  (Path),  Pima  County 
General  Hospital,  2900  S.  6th  Ave.,  Tucson,  Ari- 
zona. 

GEARHART,  Robert  Sidell  (GP),  621  S.  Park, 
Madison  5,  Wisconsin. 
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GORDON,  Alan  Leslie  (I),  31  W.  Camelback 
Rd.,  Phoenix,  Arizona. 

GREEN,  Robert  Fred  (R),  289  Glenview  Dr., 
San  Francisco  27,  California. 

HASSELL,  JR.,  Herman  Virgil  (ObG),  5031 
N.  62nd  Dr.,  Glendale,  Arizona. 

HOGAN,  Daniel  Frederick  (GP),  4550  N.  51st 
Ave.,  Phoenix  31,  Arizona. 

HULL,  Frank  Wilbur  (OPH),  145  Elk  Place, 
New  Orleans,  Louisiana. 

KASTRUL,  Jerome  Joe  (I),  PHS  Indian  Hos- 
pital, 1550  E.  Indian  School  Rd.,  Phoenix,  Ari- 
zona. 

KLECKNER,  JR.,  Martin  Seler  (I-GE),  926 
E.  McDowell  Rd.,  Phoenix,  Arizona. 

KRAVETZ,  Howard  Morton  (A-Pul),  4 Au- 
burn Court,  Brookline  46,  Massachusetts. 

KRAVETZ,  Robert  Elliot  (I),  1550  E.  Indian 
School  Rd.,  Phoenix,  Arizona. 

KRIGSTEN,  William  Max  (Or),  820  Bad- 
gerow  Bldg.,  Sioux  City,  Iowa. 

LEIS,  Jose  Manuel  (GP),  Morenci  Hospital, 
Morenci,  Arizona. 

LINDBERG,  Arthur  Nathaniel  (GP),  12709 
Burwell  Dr.,  Minneapolis  26,  Minnesota. 

LUXENBERG,  Lester  (GS),  18  N.  2nd  St., 
Philipsburg,  Pennsylvania. 

McCABE,  Marshall  Edward  (I),  P.  O.  Box 
6158,  Fitzsimons  General  Hospital,  Denver  30, 
Colorado. 

McGOUGH,  Lawrence  William  (GP),  302 
Brinton  Ave.,  Trafford,  Pennsylvania. 

MAGEE,  Edward  Stuart  (GP),  Farr  Whiting 
Memorial  Hospital,  St.  Johns,  Arizona. 

MARCOTTE,  Dale  Dwight  (OPH),  Univer- 
sity of  Nebraska,  Omaha,  Nebraska. 

MARTIN,  Richard  John  (Pd),  116  N.  Tucson 
Blvd.,  Tucson,  Arizona. 

MEYER,  Karl  Lawrence  (GP),  Stage  Bldg., 
Terrace  Ave.,  Nogales,  Arizona. 

MOORE,  William  Earl  (GP),  7315  Pasadena 
Blvd.,  St.  Louis  21,  Missouri. 

MOSCHEL,  Daniel  Millard  (S),  114  E.  Park- 
way, Columbus,  Nebraska. 

MUELLER,  Robert  John  (PN),  16  Hampton 
Village  Plaza,  Si.  Louis  9,  Missouri. 

NATHAN,  Mayer  Herbert  (R),  City  Hosp.  of 
Scottsdale,  Scottsdale,  Arizona. 

NELSON,  JR.,  George  Albert  (I),  7 W.  Lonn- 
quist  Parkway,  Mt.  Prospect,  Illinois. 

OSBORN,  William  Frank  (U),  909  E.  Brill 
St.,  Phoenix,  Arizona. 


RICHTER,  Maurice  Nathaniel  (Path),  303 
E.  20th  St.,  New  York  3,  New  York. 

SARAVIA,  George  G.  (P),  2500  E.  Van  Buren 
St.,  Phoenix,  Arizona. 

SCHOENE,  JR.,  Fred  Carl  (Path),  243  W. 
Montebello,  Phoenix,  Arizona. 

SCOTT,  Woodrow  Wilson  (GP-GS),  William- 
son Memorial  Hospital,  Williamson,  West  Vir- 
ginia. 

SKINNER,  JR.,  Homer  Lucas  (S),  Carroll 
Medical  Center,  Carroll,  Iowa. 

SMITH,  David  De  Witt  (GP),  780  E.  Gil- 
bert St.,  San  Bernardino,  California. 

SMITH,  Stanley  Armistice  (GP),  2500  E.  Van 
Buren  St.,  Phoenix,  Arizona. 

STILWELL,  Leland  Manford  Thomas  (S), 
510  E.  Daniel  St.,  Champaign,  Illinois. 

TEDFORD,  John  Howe  (OPH),  Alvernon  & 
Fifth,  Thomas  Davis  Clinic,  Tucson,  Arizona. 

TYLER,  George  Scott,  (N),  909  E.  Brill  St., 
Phoenix,  Arizona. 

UPHOFF,  Raymond  Daniel  (I),  9880  W.  10th 
St.,  Indianapolis  31,  Indiana. 

VAALER,  Raymond  Alden  (Ob-G),  909  E. 
Brill  St.,  Phoenix,  Arizona. 

VAN  DOLAH,  John  Enoch  (GP),  2104  West- 
ward Blvd.,  Phoenix,  Arizona. 

WHITACRE,  Wendell  Britt  (PIS),  43-3  Rev- 
ere Rd.,  Drexel  Hill,  Pennsylvania. 

WOOTON,  James  Chipman  (OPH),  2746  Fisk 
Rd.,  Montgomery  6,  Alabama. 

WORTEN,  Roy  (P),  1101  Forest  St.,  Denver 
20,  Colorado. 

ZEMER,  James  Cruse  (Anes),  Suite  B-105, 
4747  N.  16th  St.,  Phoenix,  Arizona. 

COMMITTEE  ON 
NATIONAL  LEGISLATION 

July  12,  1962 

The  Committee  on  National  Legislation  was 
appointed  by  the  Board  of  Directors,  February 
4,  1962  and  authorized  to  initiate  an  all  out 
effort  to  enlist  public  support  in  opposition  to 
the  socialistic  medical  care  legislation  ( HR  4222- 
King-Anderson  Bill). 

Because  this  type  of  legislation  would  not  be 
in  the  best  interest  of  the  public’s  medical  care, 
it  therefore  was  our  duty  to  so  inform  the  peo- 
ple and  provide  them  with  the  whole  truth 
relative  thereto. 

Our  action  became  imperative  with  the  reali- 
zation that  some  of  the  proponents  of  this  legis- 
lation had  based  a large  part  of  their  sales 
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pitch  upon  ambiguity,  emotionalism  and  half- 
truths  without  the  full  expression  of  their  mo- 
tives (extension  of  governmental  bureaucratic 
control. ) 

Beset  with  our  altruistic  principles  but  with- 
out available  funds,  the  board  authorized  a 
solicitation  from  our  membership  which  to  date 
has  provided  $5,115  which,  added  to  over  $2,000 
contributed  by  your  American  Medical  Associa- 
tion, made  it  possible  for  us  to  proceed. 

John  S.  Turner  and  Associates  (Public  Rela- 
tions) were  employed  to  help  formulate  and 
direct  the  program.  Mr.  William  Van  Camp 
devoted  his  full  time  during  the  four  months 
of  intensive  effort. 

March  3,  1982  a very  successful  day,  was 
spent  in  a Speakers’  Bureau  orientation  work- 
shop with  over  100  in  attendance  — including 
members  from  12  other  interested  organizations 
(nurses,  farmers,  cattlemen,  lawyers,  women’s 
leagues,  dentists,  pharmacists,  hospitals  and  in- 
surance agents). 

Our  assistants  included: 

1.  Mr.  Darrell  Coover,  AMA,  Director  Na- 
tional Speakers’  Bureau,  Chicago,  Illinois,  former 
assistant  to  Senator  Barry  Goldwater. 

2.  Nicholas  P.  Dallis,  M.D.,  author,  Rex  Mor- 
gan, M.D.;  and  Judge  Parker,  Scottsdale,  Ari- 
zona. 

3.  William  R.  DeMougeot,  Ph.D.,  professor  of 
speech  and  debating  coach,  North  Texas  State 
University,  Denton,  Texas. 

4.  Mr.  Richard  Philleo,  AMA  field  represen- 
tative, Chicago,  Illinois. 

5.  Bernard  P.  Harrison,  legal  and  socio-  eco- 
nomic division,  AMA,  Chicago,  Illinois. 

6.  Mrs.  Lee  Ann  Elliott,  legislative  associate, 
AMA,  Chicago,  Illinois. 

Our  message  has  been  introduced  to  3,000 
organizations  in  Arizona.  Formal  discussions 
have  been  presented  to  over  120  organizations 
throughout  the  state  with  audiences  varying  from 
a dozen  to  over  300.  Multitudes  were  reached 
through  the  press,  TV  and  radio. 

We  have  been  extremely  grateful  to  the  news 
media  for  their  extensive  coverage  and  expres- 
sion of  our  views.  We  are  especially  grateful  to 
those  publications  that  are  not  in  sympathy  with 
our  beliefs  for  their  factual  reproduction  of  our 
statements. 

Over  60,000  pieces  of  literature  were  distri- 
buted, mainly  through  the  doctors’  offices. 

Our  accomplishments  as  related  to  the  final 
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outcome  have  not  been  recorded.  There  are  no 
scales  to  weigh  our  effectiveness.  We  can  only 
at  this  time  speak  in  generalities. 

The  Administration’s  bill  to  initiate  socialized 
medicine  ( HR  4222 ) is  still  locked  in  the  House 
Ways  and  Means  Committee  where  it  probably 
will  remain.  However,  Senator  Anderson  has  at- 
tached an  amendment  to  the  Welfare  Bill  (HR 
10606). 

The  President,  after  his  Madison  Square 
rally,  reluctantly  admitted  his  mail  was  running 
about  half  and  half.  Life  Magazine  (June  5, 
1962)  labeled  the  present  medical  bill  as  a bad 
bill. 

There  is  a belief,  quite  well  supported,  that 
our  party  voting  Senator  Hayden  may  deviate 
and  oppose  the  present  procedures  and  possibly 
the  bill  itself  ( Compulsory  Health  Insurance 
through  Social  Security). 

The  Gallup  Poll  (June,  1962)  shows  that  in 
the  last  year  there  has  been  a gradual  drop  in 
the  number  of  people  who  chose  the  social 
security  approach  to  medical  care  for  the  aged 
from  67  per  cent  to  only  48  per  cent. 

These  changes  in  the  thinking  of  the  American 
public  have  not  come  about  by  accident,  but 
rather  due  to  the  fact  that  whenever  the  citizens 
are  given  whole  truth,  they  can  then  and  only 
then  determine  their  proper  course. 

To  me  it  is  incredible  that  such  a transition 
in  public  opinion  has  come  about  in  spite  of 
the  extreme  pressures  from  the  administration 
and  other  proponents.  We  can  take  some  credit 
for  our  role  in  the  public  education  and  its 
effectiveness. 

The  strike  of  the  doctors  in  Saskatchewan, 
Canada,  has  pinpointed  the  issue  to  the  degree 
that  the  people,  including  the  father  of  the  child 
who  died  of  meningitis,  have  blamed  govern- 
ment interference  rather  than  pointing  a scorn- 
ful finger  at  the  doctors. 

Your  Committee  wishes  to  thank  the  mem- 
bership for  its  cooperation  and  for  providing 
funds.  We  especially  wish  to  thank  the  45  speak- 
ers who  gave  over  120  talks  without  absence 
or  last  minute  change  or  substitution.  We  are 
appreciative  of  the  untiring  assistance  which 
we  received  from  our  local  staff,  the  American 
Medical  Association  and  the  professional  guid- 
ance of  John  S.  Turner  and  Associates. 

Leslie  B.  Smith,  M.D., 
Chairman 

Committee  on  National  Legislation 
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Trademark,  Reg.  U.S.  Pat. Off.  Copyright  196.2,  Jlie, 'Upjohn  Company 


ight,  the  arthritic  wakes  up 


comfortable 

Morning  stiffness  may  be  reduced 
or  even  eliminated  as  a result 
of  therapy  with  the  only  steroid  in 
long-acting  form.  And  the  slow, 
steady  release  of  steroid 
makes  it  possible  in  some  cases 
to  reduce  the  frequency  of 
administration  and/or  the  total 
daily  steroid  dosage. 


Medrol* 
Medules 


* 


Each  hard-filled  capsule  contains  Medrol 
(methylprednisolone)  4 mg.  Also  available 
in  2 mg.  soft  elastic  capsules. 

Supplied  in  bottles  of  30  and  100. 


Reminder  advertisement. 
Please  see  package  insert  for 
detailed  product  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr. ; phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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Stelazine®  will  stop  anxiety— but  not  your  patient! 

brand  of  trifluoperazine 

To  be  truly  useful  in  your  office  patients,  an  ataractic  agent  must  not  only 
relieve  anxiety;  it  must  also  leave  these  patients  sufficiently  alert  to  engage 
in  their  normal  activities. 


‘Stelazine’  is  such  an  agent.  Its  ability  to  relieve  anxiety  without  producing 
appreciable  sedation  has  been  established  in  thousands  of  patients  and  documented 
by  many  published  reports.  Typical  is  the  finding  of  Kolodny,1  who  concluded 
that  the  primary  advantage  of  ‘Stelazine’  over  many  other  tranquilizers  seems  to  be 
“its  ability  to  relieve  symptoms  of  anxiety  without  undue  interference  with 
alertness.” 


When  you  wish  to  relieve  anxiety,  yet  encourage  the  patient  to  engage  in  his 
normal  activities,  consider  ‘Stelazine’. 


i.  Kolodny,  A.L.:  Dis.  Nerv.  System  22:151  (Mar.)  1961. 


For  prescribing  information,  please  see  PDR  or  available  literature. 


Smith  Kline  & French  Laboratories,  Philadelphia 
leaders  in  psychopharmaceutical  research 
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THERAPEUTIC  NEED:  Suppression  of  the  bacteriuria. 


ANTIBIOT 


E CLOMYCD 


Demethylchlortetracycline  Lede 

because  it  provides  effective  antibacterial  activity  in  tl 
urinary  tract. 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Depart 
LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


DIAGNOSIS:  Cystitis 


live  with  their  hypertension 


Good  start  on  the 
day’s  work  (sleep 
is  restful, 
morning 
headache  gone) 


Golf  today, 
fishing  tomorrow 
(retired  but  not 
easily  tired) 


Housework  in 
a.m.,  shopping  in 
p.m.  (B.P.  down, 
dizzy  spells 
relieved) 


Gardening  is 
enjoyable  again 
(edema  gone, 
spirits  up) 


often  the  only  therapy 
needed  to  control  blood 
pressure  and  relieve 
symptoms  in  mild  or 
moderate  cases* 

Naqua  potentiates  other 
antihypertensives  when  used 
adjunctively. . . . Side  effects  are 
minimal. . . . Economically  priced. 

Packaging:  Naqua  Tablets,  2 or  4 mg., 
scored,  bottles  of  100  and  1000. 

For  complete  details,  consult  latest 
Schering  literature  available  from 
your  Schering  Representative  or 
Medical  Services  Department, 
Schering  Corporation,  Bloomfield, 

New  Jersey. 

*Schaefer,  L.  E.=  Clin.  Med.  8:1343, 1961. 


Day  and  night- 

less  wheezing, 
coughing,  labored 
respiration  in 
chronic  bronchitis 
ail  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HC1  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 


Before  prescribing  be  sure  to  consult  Winthrop’s. 
literature  for  additional  information  about  dos- 
age, possible  side  effects  and  contraindications. 

jw  ISUPREL 

compound 

ELIXIR 


LABORATORIES 
New  York  18,  N.Y, 

ISUPREL  AND  LUMINAL,  TRADEMARKS  REO.  U.  S.  PAT.  OFF, 
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in  1948 


in  1962 


unique  therapeutic  achievement  universal  therapeutic  acceptance 

Dramamine'  in  vertigo 

world  standard  for  control  of  vertigo,  nausea  and  emesis  associated  with 

■ Motion  Sickness  ■ Postoperative  States  ■ Labyrinthitis  ■ Hypertension  ■ Radiation  Sickness 

■ Meniere’s  Syndrome  ■ Postfenestration  Syndrome  ■ Antibiotic  Therapy  ■ Migraine  Headache 

■ Pregnancy  ■ Narcotization  ■ Electroshock  Therapy  [ SEARLE  | 

Tablets/Liquid/Ampuls  (for  I.  M.  or  I.  V.  use)/Supposicones®  Research  in  the  Service  of  Medicine 
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. . . even  though  surrounded  by  allergens.  Co-Pyronil®  provides  smooth, 
continuous  control  of  allergic  symptoms— relief  in  minutes  for  hours,  with 
virtually  no  side-effects.  And  there  is  a dosage  form  for  every  allergic  patient. 
Pu/vu/es ; • Suspension  • Pediatric  Pu/vules 

(pyrrobutamine  compound,  Lilly) 


Each  Pulvule  contains  Pyronil®  (pyrrobutamine,  Lilly),  15  mg.;  Histadyl®  (methapyrilene  hydrochloride, 
Lilly),  25  mg.;  and  Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly),  12.5  mg.  Each  pedi- 
atric Pulvule  or  5-cc.  teaspoonful  of  the  suspension  contains  half  of  the  above  quantities.  This  is  a 
reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature. 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  2M017 
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Original  Articles 


The  Pathogenesis  of  Gastric 
and  Duodenal  Ulcer 


Lester  R.  Dragstedt,  M.D.,  Ph.D. 

||  "...  I have  tried  to  indicate  the  usefulness  of  physiological  studies  on 

| lower  animals  in  the  solution  of  clinical  problems.  In  many  instances  the 
H ideas  derived  from  these  studies  have  been  verified  and  supported  by  ex- 
perience with  patients.  It  is  my  hope  that  they  may  lead  to  more  accurate 
$i  and  conservative  surgical  treatment." 


I am  highly  honored  by  this  invitation  to  give 
the  Mellon  Lecture  for  1961,  and  especially  so 
in  view  of  the  distinguished  men  who  have  pre- 
ceded me  on  this  platform.  I understand  that  I 
am  the  first  surgeon  to  be  so  honored,  but  I 
hope  not  the  last. 

The  problem  of  the  cause  of  gastric  and  du- 
odenal ulcer  is  a part  of  the  more  general  ques- 
tion of  the  resistance  of  the  gastrointestinal  tract 
to  the  digestive  action  of  its  own  secretions. 

This  was  well  stated  in  a thoughtful  paper  by 
Joseph  Warren (15)  almost  seventy  years  ago: 
“The  question  is:  Why  do  organisms  which  man- 
ifest such  power  of  digesting  and  assimilating 
the  material  they  require  leave  quite  intact  those 
organs  or  tissues  where  these  processes  go  on  so 
actively?  Why  does  the  stomach  digest  various 
albuminous  substances  so  readily  and  yet  fail 
to  attack  its  own  walls  containing  substantially 
the  same  material?  Why  do  the  intestines  with 
their  much  more  varied  power  of  digestive  ac- 
tion remain  undisturbed  and  uninjured  by  this 
activity?  Why  does  the  pancreas  secrete  at  least 
three  vigorous  ferments  and  yet  work  on  unaf- 
fected by  each  and  all  of  them? 

John  Hunter  interested  himself  in  this  prob- 
lem and  explained  the  resistance  of  the  normal 
gastric  wall  to  digestion  on  the  basis  of  a vital 
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principle  in  the  following  picturesque  language: 
“If  it  were  possible  for  an  animal  to  live  in  the 
stomach  of  another  animal,  supposing  digestion 
not  to  be  going  on  in  that  stomach,  it  would 
then  live  while  digestion  was  going  on.  For  that 
animal  would  not  be  in  the  least  dissolved  be- 
cause the  living  principle  in  the  animal  would 
prevent  or  counteract  the  digestive  quality  of 
the  stomach. 

“If  this  was  not  the  case  then  we  might  read- 
ily suppose  that  even  though  the  animal  life 
was  not  immediately  affected  by  the  digestive 
power,  yet  at  last  it  might  be  destroyed  by  the 
external  and  extreme  parts  of  the  animal  being 
digested,  and  so  the  animal  be  obliged  to  die 
like  a person  with  mortification.  But  that  a living 
animal  will  not  be  so  dissolved  is  every  day 
proved  by  worms,  maggots,  or  flies  living  in  the 
stomach  of  many  animals.  And  if  it  was  a power 
that  could  act  upon  a part  that  had  the  living 
principle,  as  well  as  an  acid  can,  then  the  stom- 
ach itself  would  certainly  be  dissolved. 

Parallel  in  Digestion 

“If  one  could  conceive  a man  to  put  his  hand 
into  the  stomach  of  a lion  and  hold  it  there 
without  hindering  the  digestive  powers,  the 
hand  would  not  in  the  least  be  digested.  If  the 
hand  of  a dead  man  was  put  in  at  the  same 
time,  whether  separated  or  not  from  the  body, 
that  hand  would  be  digested  while  the  other 
would  not. 

From  the  time  of  Hunter  many  men  have 
speculated  and  worked  in  this  field  and  the  idea 
has  steadily  gained  headway  that  ulcers  of  the 
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stomach  and  duodenum  are  in  some  way  due  to 
the  corrosive  digestive  action  of  the  gastric  con- 
tent. The  widely  adopted  term  peptic  ulcer  is 
an  expression  of  that  view. 

In  health  the  stomach  is  not  digested  away 
and  so  it  seemed  necessary  to  postulate  a local 
decrease  in  the  resistance  of  the  mucous  mem- 
brane as  a result  of  thrombosis  or  embolism 
(Virchow  and  Hauser)  or  some  similar  factor  to 
account  for  ulceration.  However,  in  spite  of 
much  effort  very  little  evidence  has  been  se- 
cured in  support  of  this  view. 

Extensive  ligation  of  the  arteries  to  the  stom- 
ach in  dogs  is  well  tolerated,  and  when  the  crit- 
ical point  is  passed,  acute  necrosis  of  a part  of 
the  stomach  results  rather  than  ulceration.  Sim- 
ilar observations  have  been  made  in  man  when 
interference  with  the  blood  supply  to  the  stom- 
ach has  occurred  as  a result  of  translocation  of 
the  stomach  into  the  chest  to  re-establish  con- 
tinuity after  removal  of  portions  of  the  esopha- 
gus. 

Factors  are  Variable 

Ulcers  usually  develop  in  relatively  young  and 
otherwise  healthy  individuals  with  no  evidence 
of  arteriosclerosis  of  the  gastric  blood  vessels 
or  general  nutritive  impairment.  I am  persuaded 
that  most  ulcers  are  not  due  to  a local  decrease 
in  resistance  to  digestion,  although  this  factor 
may  be  of  importance  in  a few  cases.  If  it  were 
the  usual  determining  factor,  local  resection  of 
ulcers  should  be  a more  successful  operation 
than  experience  has  shown  it  to  be. 

If  we  look  at  the  other  side  of  the  equation, 
the  evidence  is  more  satisfactory.  I should  like 
to  present  for  your  consideration  the  concept 
that  peptic  ulcers  are  usually  due  to  an  abnor- 
mal increase  in  the  corrosive  and  digestive  prop- 
erties of  the  gastric  content  as  a result  of  hyper- 
secretion of  gastric  juice.  Furthermore,  that  du- 
odenal ulcers  are  usually  due  to  a hypersecre- 
tion of  gastric  juice  of  nervous  origin  and  gastric 
ulcers  are  usually  due  to  a hypersecretion  of 
humoral  or  hormonal  origin. 

The  corrosive  properties  of  the  gastric  content 
are  due  chiefly  to  the  pepsin  hydrochloric  acid 
of  the  gastric  juice.  The  other  material  present, 
namely,  swallowed  food  and  saliva,  regurgita- 
ted intestinal  secretions,  and  mucus  secreted  by 
the  gastric  antrum,  all  serve  to  dilute  and  buffer 
the  gastric  juice  and  reduce  its  corrosive  prop- 


erties. When  an  excessive  secretion  of  gastric 
juice  occurs,  the  neutralizing  effect  of  these  pro- 
tective substances  will  be  gradually  overcome 
until  eventually  the  gastric  content  has  approxi- 
mately the  same  concentration  of  acid  and  pep- 
sin as  exists  in  pure  gastric  juice. 

I believe  the  key  to  the  ulcer  problem  was 
provided  with  the  discovery  that  the  pure  se- 
cretion of  the  fundus  of  the  stomach  has  the  ca- 
pacity to  digest  all  living  tissue  including  the 
mucosa  of  the  duodenum  and  stomach  itself. 
Previous  injury  is  not  required,  but  if  this  is 
present,  the  damaged  area  succumbs  more  read- 
ily than  the  neighboring  mucosa. 

A few  representative  experiments  illustrate 
this  point.  Organs  such  as  the  spleen  and  kidney 
remain  unaffected  if  transplanted  into  defects 
in  the  stomach  of  dogs  where  they  are  exposed 
to  the  usual  gastric  content.  But  they  are 
promptly  digested  away  if  implanted  into  simi- 
lar defects  in  Pavlov  pouches  where  they  are 
exposed  to  the  pure  undiluted  fundus  secretion. 

Pure  gastric  juice  from  accessory  stomach 
pouches  in  dogs  promptly  causes  typical  peptic 
ulcers  if  caused  to  drain  into  the  jejunum,  ileum, 
or  colon.  The  totally  isolated  stomach  of  dogs 
devoid  of  vagus  innervation  but  with  intact 
blood  supply  secretes  very  little  gastric  juice 
and  usually  remains  free  of  ulcers.  If  the  antrum 
from  such  an  isolated  stomach  is  transplanted 
into  the  colon,  a marked  hypersecretion  of  gas- 
tric juice  occurs  and  typical  gastric  ulcers 
promptly  appear  in  the  isolated  pouch. 

Secretions  Noted 

The  evidence  that  duodenal  ulcers  are  usual- 
ly due  to  a hypersecretion  of  gastric  juices  of 
nervous  origin  may  be  listed  as  follows: 

If  care  is  taken  to  make  a nearly  quantitative 
aspiration  of  the  gastric  content  during  a 12 
hour  period,  free  hydrochloric  acid  in  the  noc- 
turnal secretion  of  duodenal  ulcer  patients  is 
from  three  to  twenty  times  as  great  as  that  se- 
creted by  normal  people  under  the  same  condi- 
tions. 

In  our  experience  normal  adults  put  out  be- 
tween 15  and  25  mEq.  of  free  hydrochloric  acid 
in  the  nocturnal  secretion  when  there  is  no  food 
in  the  upper  gastrointestinal  tract  and  the  pa- 
tient is  shielded  from  the  sight,  odor,  or  taste 
of  food.  Under  similar  conditions  1,000  duoden- 
al ulcer  patients  on  whom  we  have  careful  meas- 
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urements  secreted  from  60  to  350  mEq.  of  acid. 
This  fasting  hypersecretion  is  undoubtedly  sig- 
nificant because,  if  a hypersecretion  of  the  same 
degree  is  reproduced  in  experimental  animals, 
ulcers  in  the  duodenum  regularly  develop. 

This  demonstration  was  first  made  by  Hay, 
Varco,  Code  and  Wangensteen  when  they  pro- 
duced a sustained  hypersecretion  of  gastric 
juice  and  typical  peptic  ulcers  in  dogs  and  other 
experimental  animals  by  implanting  pellets  of 
histamine  and  beeswax  into  the  subcutaneous 
tissues. 

The  disappearance  of  the  hypersecretion  in 
duodenal  ulcer  pataients  during  sleep  and  even 
after  the  administration  of  sedative  drugs  sug- 
gests that  the  hyperactivity  has  become  estab- 
lished in  some  of  the  lower  ganglia.  If  this  is 
true,  the  possibility  of  affecting  this  hypersecre- 
tion by  psychotherapy  seems  rather  remote  al- 
though the  attempt  ought  to  be  made. 

It  is  interesting  that  division  of  one  vagus 
nerve  does  not  reduce  the  fasting  secretion.  This 
may  continue  even  if  both  main  trunks  of  the 
vagus  supply  to  the  stomach  have  been  divided 
and  a relatively  small  branch  has  been  left  un- 
disturbed. That  such  a small  vagus  branch  can 
activate  the  entire  glandular  mechanism  of  the 
stomach  indicates  that  the  connection  between 
the  vagus  endings  and  the  gastric  glands  is  not 
simple  and  direct. 

Transmission  of  Impulse 

It  may  be  that  the  impulse  is  transmitted  from 
the  vagus  nerves  to  the  submucous  plexus  of 
Meissner  and  from  the  plexus  to  the  glands.  The 
intimate  anatomical  arrangement  of  nerve  fila- 
ments from  the  plexus  and  the  gland  cells  sup- 
ports this  possibility.  At  all  events  the  necessity 
for  division  of  all  or  nearly  all  of  the  vagus 
branches  to  the  stomach  is  well  established. 
There  is  no  doubt  that  many  failures  in  the  sur- 
gical treatment  of  duodenal  ulcer  have  been  due 
to  incomplete  vagotomy. 

The  beneficial  effect  that  complete  gastric 
vagotomy  exerts  on  the  healing  of  duodenal  ul- 
cers constitutes  the  final  and  perhaps  best  evi- 
dence that  these  lesions  are  due  to  a hyperse- 
cretion of  gastric  juice  of  nervous  origin.  This 
fact  has  usually  been  lost  sight  of  in  the  con- 
troversy as  to  whether  vagotomy  or  subtotal 
gastric  resection  is  the  more  effective  operation. 

Many  thousands  of  duodenal  ulcer  patients 
in  all  parts  of  the  world  have  been  cured  of 


Original  Articles 

their  disease  by  the  vagotomy  operation.  In  our 
own  experience  of  over  1,100  cases,  division  of 
the  vagus  nerves  to  the  stomach  regularly  abol- 
ishes the  abnormal  fasting  hypersecretion.  If  an 
adequate  drainage  operation  has  been  done,  the 
ulcers  usually  heal  and  remain  healed. 

It  is  true  that  about  10  per  cent  of  our  patients 
have  failed  to  get  a good  result.  But  if  these 
cases  are  scrutinized,  usually  some  reason  for 
the  failure  is  apparent.  Most  of  them  occurred 
in  our  early  experience  when  the  necessity  for 
dividing  all  of  the  vagus  nerves  to  the  stomach 
was  not  fully  appreciated  and  the  fact  that  stasis 
of  food  in  the  antrum  of  the  stomach  could 
cause  a prolonged  hypersecretion  of  gastric 
juice  of  humoral  origin  was  not  known. 

Hormonal  Influences 

The  concept  that  peptic  ulcers  are  usually 
due  to  hypersecretion  rather  than  to  a local  de- 
crease in  the  resistance  of  the  mucosa  raised  the 
question  that  this  hypersecretion  in  some  pa- 
tients might  be  due  to  an  exaggeration  of  the 
hormonal  mechanism  for  stimulation  rather  than 
to  the  vagus  nerves. 

Pavlov  recognized  that  a secretion  of  gastric 
juice  occurred  on  the  ingestion  of  food  even 
after  the  vagus  nerves  to  the  stomach  had  been 
divided.  He  accounted  for  this  on  the  basis  of 
local  nervous  reflexes. 

Edkins  postulated  that  this  secretion  arose  as 
a result  of  stimulation  of  the  gastric  glands  by 
a hormone  which  he  designated  as  gastrin.  He 
stated  it  was  formed  in  the  mucous  membrane 
of  the  antrum  of  the  stomach  on  contact  with 
food  or  the  primary  products  of  digestion  and, 
subsequently,  liberated  into  the  blood  stream. 

This  is  one  of  the  most  remarkable  guesses  in 
the  history  of  gastrointestinal  physiology.  For  it 
must  be  admitted,  as  Ivy  and  Carlson  have 
pointed  out,  that  the  experimental  evidence  pro- 
vided by  Edkins  was  scanty  and  inconclusive. 

It  is  likely  that  this  gastrin  theory  was  sug- 
gested by  the  previously  discovered  pancreatic 
secretin  of  Bayliss  and  Starling.  My  associates 
and  I became  convinced  of  the  validity  of  Ed- 
kins’s  theory  when  we  found  that  excision  or 
transplantation  of  the  antrum  of  the  stomach  to 
the  abdominal  wall  markedly  reduced  the  secre- 
tion of  gastric  juices  from  the  vagus  denervated 
stomach.  This  secretion  returned  to  its  previous 
level  when  the  transplanted  antrum  was  again 
implanted  into  the  duodenum. 
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A further  study  of  the  physiology  of  the  gas- 
tric antrum  by  the  use  of  isolated  antrum 
pouches  indicated  that  the  application  of  food 
to  the  antrum  mucosa  would,  indeed,  stimulate 
the  secretion  of  gastric  juice  by  the  fundus  of 
the  stomach  as  Edkins  had  postulated.  But  this 
occurred  only  if  the  food  was  neutral  or  at  most 
faintly  acid  in  reaction.  The  application  of  acid 
or  acid  food  to  the  antrum  mucosa  immediately 
produced  a cessation  of  this  antrum  hormonal 
function.  This  finding  indicates  that  the  normal 
stomach  possesses  in  the  antrum  a mechanism 
both  for  initiating  and  for  stopping  the  secre- 
tion of  gastric  juice. 

Food  and  Reflexes 

In  the  normal  individual  the  fasting  or  con- 
tinuous secretion  is  markedly  augmented  by  the 
sight,  odor,  or  taste  of  food  by  means  of  condi- 
tioned and  unconditioned  reflexes  mediated  by 
the  vagus  nerves.  Food  promptly  enters  the 
stomach  where  gastric  peristalsis  is  induced. 
The  food  is  carried  to  the  antrum  where  it  comes 
in  contact  with  the  mucosa.  Gastrin  is  then  lib- 
erated and  the  humoral  phase  of  stimulation 
provides  for  a secretion  of  gastric  juice  until  the 
acidity  of  the  gastric  content  approaches  a pH 
of  2.5.  At  about  this  concentration  of  acid,  fur- 
ther release  of  gastrin  is  inhibited.  Secretion 
stops  presumably  when  sufficient  gastric  juice 
has  been  produced  for  the  digestion  of  the  meal. 

Tension  within  the  antrum,  such  as  that  pro- 
duced by  peristalsis,  has  been  found  to  be  quite 
as  effective  a method  of  stimulation  of  antrum 
function  as  is  contact  with  food.  The  previous 
application  of  solutions  of  procaine  or  of  atro- 
pine sulfate  to  the  antrum  mucosa  blocks  com- 
pletely the  release  of  gastrin  either  by  contact 
with  food  or  the  development  of  tension  within 
the  antrum.  This  must  be  due  to  some  interfer- 
ence with  the  mechanism  of  gastrin  release  since 
the  similar  application  of  these  solutions  to  the 
mucosa  of  the  fundus  causes  no  such  inhibition. 
The  antrum  of  the  stomach  is  an  important  en- 
docrine organ  and  much  more  work  is  required 
before  the  details  of  its  function  are  clearly  es- 
tablished. 

One  discovery  that  has  proved  fruitful  is  that 
transplantation  of  the  antrum  of  the  stomach 
into  the  transverse  colon  as  a diverticulum  pro- 
duces a sustained  hypersecretion  of  gastric  juice 
in  dogs  and  typical  peptic  ulcer  formation. 

This  indicates  that  ulceration  due  to  a hyper- 


secretion of  gastric  juice  of  humoral  origin  is 
more  than  a theoretical  possibility  although  it 
must  be  admitted  that  a duplication  of  this  ex- 
periment could  occur,  but  rarely  in  human  path- 
ology. It  seems  probable  that  the  hypersecretion 
of  gastric  juice  induced  by  transplantation  of 
the  antrum  into  the  colon  is  dependent  partly 
on  stimulation  of  the  antrum  by  peristalsis  and 
partly  to  the  absence  of  acid  inhibition  of  an- 
trum function. 

The  experimental  evidence  available  at  the 
present  time  suggests  that  a hypersecretion  of 
gastric  juice  of  humoral  origin  in  man  could  oc- 
cur as  a result  of  the  hypermotility  and  hyper- 
tonicity of  the  stomach  in  the  presence  of  py- 
loric stenosis.  Or  this  could  occur  as  a result  of 
prolonged  contact  of  food  with  the  mucosa  of 
the  pyloric  antrum  brought  about  either  as  a 
result  of  mechanical  obstruction  or  deficient  gas- 
tric peristalsis.  There  is  evidence  that  both  of 
these  factors  are  present  in  many  gastric  ulcer 
patients. 

Although  it  had  been  previously  noted  that 
patients  with  long  standing  duodenal  ulcers  with 
pyloric  stenosis  and  food  retention  are  apt  to 
develop  secondary  gastric  ulcers,  the  studies  of 
Huber  and  Huntington  are  especially  convinc- 
ing. 

Roentgenogram  Studies 

In  beautiful  roentgenograms  these  workers 
demonstrated  the  appearance  of  large  gastric 
ulcers  in  patients  where  previous  duodenal  ul- 
cers had  caused  pyloric  stenosis  with  marked 
retention  of  food  in  the  stomach.  Pyloric  steno- 
sis should  cause  gastric  hypermotility,  increased 
tension  within  the  antrum,  and  also  prolonged 
contact  of  the  antrum  mucosa  with  stimulating 
chemicals  in  the  food. 

We  have  recently  secured  evidence  that  these 
factors  actually  provoke  a hypersecretion  of  gas- 
tric juice  of  humoral  origin  in  some  experimen- 
tal studies  conducted  with  my  associates,  Rigler, 
Oberheiman,  Brasher,  and  Landor.  Experimen- 
tal pyloric  stenosis  in  dogs  with  vagus  denerva- 
ted  Heidenhain  pouches  produced  sustained 
hypersecretion  from  the  pouch  and  in  one  case 
a typical  gastric  ulcer  in  the  main  stomach. 

It  is  probable  that  not  more  than  20  per  cent 
of  gastric  ulcers  develop  in  patients  with  pyloric 
stenosis  due  to  a previous  duodenal  ulcer.  For 
the  remainder,  a hypersecretion  of  humoral  ori- 
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gin  must  be  dependent  upon  other  factors  than 
pyloric  stenosis.  In  this  connection  an  experi- 
ment performed  in  our  laboratory  and  also  in- 
dependently by  Storer  and  his  associates  is  of 
special  interest. 

Heidenheim  Pouches 

Heidenhain  pouches  devoid  of  vagus  innerva- 
tion were  prepared  in  dogs.  Their  secretory 
characteristics  were  carefully  measured  during 
a controlled  period.  The  vagus  nerves  were  then 
divided  along  the  lower  esophagus  whereupon 
the  output  of  gastric  juice  from  the  Heidenhain 
pouch  was  profoundly  increased.  This  increase 
in  the  humoral  mechanism  of  secretion  was  due 
to  stasis  of  food  in  the  stomach  as  a result  of  de- 
creased gastric  tonus  and  motility  caused  by  the 
vagotomy  since  it  did  not  occur  if  a previous 
gastroenterostomy  had  been  made  in  the  lower 
part  of  the  stomach  or  if  the  antrum  had  been 
excised. 

It  is  thus  evident  that  delayed  gastric  empty- 
ing of  functional  origin  can  cause  a hypersecre- 
tion of  gastric  juice  presumably  as  a result  of 
prolonged  contact  of  food  with  the  antrum  mu- 
cosa. Although  all  sorts  of  gastric  examinations 
have  been  made  on  ulcer  patients,  we  still  do 
not  have  sufficient  data  on  the  frequency  and 
extent  of  stasis  in  gastric  ulcer  patients  inde- 
pendent of  obstruction  at  the  pylorus  combined 
with  continuing  examinations  of  the  concentra- 
tion of  acid  and  pepsin  in  the  gastric  content 
so  long  as  food  is  present.  Data  of  this  type  are 
clearly  important  both  for  the  adequate  care  of 
the  patient  and  for  a further  study  of  the  disease. 

The  idea  that  gastric  ulcers  are  usually  due 
to  a hypersecretion  of  gastric  juice  of  humoral 
origin  is  in  harmony  with  many  previous  obser- 
vations. Early  in  our  work  we  found  that  gastric 
vagotomy  was  not  so  effective  in  the  treatment 
of  gastric  ulcer  as  we  had  found  it  to  be  in  duo- 
denal ulcer  patients. 

When  vagotomy  alone  was  done  in  the  treat- 
ment of  duodenal  ulcer,  stasis  was  not  infre- 
quent. Five  patients  developed  gastric  ulcers  as 
a secondary  complication  after  periods  of  two 
to  five  years  although  the  duodenal  ulcers  re- 
mained healed  and  the  nocturnal  gastric  secre- 
tion was  below  the  normal  level.  The  subse- 
quent employment  of  pyloroplasty  or  gastro- 
enterostomy to  prevent  stasis  of  food  in  the  an- 
trum when  vagotomy  is  done  has  very  largely 
eliminated  this  complication. 
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Ihre  has  called  attention  to  the  fact  that  duo- 
denal ulcers  occur  usually  in  individuals  sub- 
jected to  unusual  and  prolonged  stress  and 
strain,  but  this  is  not  so  evident  in  patients  with 
gastric  ulcers.  Gastric  ulcers  were  found  to  occur 
a decade  later  and  were  associated  with  irregu- 
lar eating  habits.  In  many  series  of  duodenal 
ulcer  patients,  males  predominate  in  a ratio  of 
5 or  even  10  to  1.  In  gastric  ulcer  the  incidence 
of  the  two  sexes  is  more  nearly  the  same.  It  is 
in  the  response  to  gastric  surgery  that  the  dif- 
ferences between  gastric  and  duodenal  ulcers 
appear  most  striking. 

When  gastric  resection  was  first  employed, 
only  the  lower  part  of  the  stomach,  including 
the  antrum  and  possibly  a small  portion  of  the 
body,  was  removed.  When  this  low  resection 
was  performed  for  duodenal  ulcer  patients,  mar- 
ginal ulceration  was  not  infrequent.  But  it  rare- 
ly or  never  occurred  when  this  operation  was 
done  for  gastric  ulcer. 

Here  again  it  may  be  suggested  that  the  low 
resection  with  removal  of  the  antrum  abolishes 
the  cause  of  the  hypersecretion  in  gastric  ulcer 
patients  and  so  they  remain  well.  The  nervous 
phase  of  secretion,  however,  persists  after  re- 
moval of  the  antrum  and  so  a new  ulcer  forms 
when  resection  is  done  in  duodenal  ulcer 
patients. 

The  concept  that  gastric  ulcer  is  due  to  a hy- 
persecretion of  gastric  juice  due  to  antrum 
hyperfunction  from  stasis  of  food  also  explains 
the  puzzling  fact  that  excision  of  the  antrum,  as 
in  the  Kelling-Madlener  operation,  usually 
causes  the  healing  of  a juxtaesophageal  gastric 
ulcer  which  has  been  left  in  situ. 

In  Conclusion 

I have  tried  to  indicate  the  usefulness  of  phy- 
siological studies  on  lower  animals  in  the  solu- 
tion of  clinical  problems.  In  many  instances  the 
ideas  derived  from  these  studies  have  been  veri- 
fied and  supported  by  experience  with  patients. 
It  is  my  hope  that  they  may  lead  to  more  accu- 
rate and  conservative  surgical  treatment. 

I should  like,  also,  to  support  the  claim  of 
Pavlov  that  the  method  of  surgery  is  a valid  and 
useful  technique  for  the  solution  of  problems 
of  a more  fundamental  scientific  nature. 

Professor  of  Surgery 
University  of  Florida 
Gainesville,  Florida 
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Trends  in  the  Treatment  of  Tuberculosis, 
Including  Chemotherapy 

Julius  L.  Wilson,  M.D. 
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A review  of  ihe  modern  trends  in  the  treatment  of  tuberculosis  with 
accepted  chemotherapeutic  agents  is  made.  Surgical  therapy  is  discussed 
as  well  as  ambulatory  treatment  and  its  effect  on  reducing  hospital  admis- 
sions. Patients  requiring  continued  or  additional  treatment  are  discussed. 
The  problem  of  prophylactic  therapy  is  briefly  analyzed,  as  are  the  so- 
called  questionably  pathogenic  organisms  Even  though  great  strides  have 
been  made  our  continued  awareness  of  the  TB  problem  is  firmly  empha- 
sized. 

The  advances  made  in  the  field  of  respiratory  diseases  including  asthma, 
bronchitis,  emphysema  and  various  pneumonias  as  well  as  carcinoma  of 
the  lung  are  briefly  discussed.  What  to  look  for  and  hope  for  in  the  future 
management  of  these  disease  entities  is  outlined. 


We  have  had  gradual  trends  in  the  treatment 
of  tuberculosis  over  many  years.  In  fact  one 
could  go  back  to  Brehmer  and  the  first  sanatori- 
um in  Germany  just  103  years  ago.  From  that 
time  until  recently  we  have  had  a series  of  rath- 
er gradual  changes  in  the  treatment  of  tubercu- 
losis. But  since  1945-50  the  treatment  of  tuber- 
culosis has  been  revolutionized. 

Perhaps  it  is  a good  time  to  review  this  revo- 
lution because  it  has  been  ten  years  since  isoni- 
azid  was  introduced.  We  have  had  nine  years 
to  establish  basic  chemotherapy  of  tuberculosis 
and  to  change  chemotherapy  to  being  the  cen- 
tral part  about  which  the  rest  of  the  treatment 
of  tuberculosis  revolves. 

The  first  important  trend  that  has  resulted 
from  this  introduction  of  effective  chemotherapy 
with  isoniazid  used  in  conjunction  with  other 
drugs  has  been  that  toward  the  ambulant  treat- 
ment of  tuberculosis.  This  is  really  not  quite  as 
startling  as  it  seems  on  the  surface.  When  we 
had  110,000  beds  for  tuberculosis  in  the  United 
States  15  years  ago,  those  hospitals  often  had  a 
waiting  list  of  a year  or  18  months  and  a high 
irregular  discharge  rate. 

At  no  time  did  we  have  anywhere  near  all  of 
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the  active  tuberculosis  patients  in  hospitals. 
There  was  always  a large  amount  of  ambulant 
treatment  because  we  never  could  attain  the 
goal  of  having  enough  beds  to  treat  all  the  ac- 
tive patients  in  hospitals. 

Ambulatory  treatment  is  nothing  new.  We  all 
bowed  down  to  bed  rest  as  the  most  important 
element  in  treating  tuberculosis.  But  if  we  took 
the  average  sanatorium  of  300  beds  in  those 
days  it  would  have  an  infirmary  in  which  ten  or 
fifteen  per  cent  of  the  patients  would  be  on  bed 
rest.  The  other  85  to  90  per  cent  of  the  patients 
would  be  getting  up  and  going  to  meals.  Often 
they  would  be  given  walking  exercise  — 15  min- 
ute walks  twice  a day,  within  a few  weeks.  They 
were  young  individuals  of  both  sexes  — well 
fed,  well  rested  and  in  a lovely  mountain  en- 
vironment. 

Bed  Rest 

Today  we  have  come  a long  way  from  the 
idea  that  rest  was  the  central  method  of  treat- 
ing, and  other  forms  of  treatment  were  ancillary 
to  it.  Bed  rest  is  still  quite  necessary  of  course 
for  the  patient  who  is  febrile.  And  the  patient 
who  is  spitting  blood  is  put  to  bed.  So  we  still 
use  bed  rest  for  the  symptomatic  patient. 

Bed  rest  in  effect  is  like  the  hour  hand  on  the 
electric  clock  — it  moves  along  so  slowly  that 
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when  you  look  at  that  swift  red  second  hand 
which  we  might  call  chemotherapy,  it  is  very 
difficult  to  see  that  the  hour  hand  moves  at  all. 

The  effect  of  this  trend  to  ambulant  treatment 
has  been  to  bring  our  means  (our  tuberculosis 
beds)  up  to  our  needs  by  cutting  the  duration 
of  treatment  to  one-half  or  one-third.  If  the 
average  hospital  stay  was  18  months  ten  years 
ago,  it  is  now  nine  months.  Whatever  the  num- 
ber of  beds  in  a community,  you  treat  twice  as 
many  patients.  The  thing  to  look  at  in  a hospi- 
tal report  is  not  the  capacity  but  how  many  pa- 
tients were  treated  in  a year?  On  this  basis, 
some  60,000  beds  in  the  United  States  probably 
provide  for  more  patients  per  annum  today  than 
did  110,000  beds  in  1950. 

Private  Care 

We  often  hear  that  there  is  a vastly  increased 
number  of  patients  being  treated  by  private 
practitioners  today.  I have  not  seen  any  really 
good  data  on  this,  and  I am  very  skeptical  about 
it.  If  one  starts  with  the  well  observed  fact  that 
95  per  cent  or  more  of  tuberculosis  patients  can- 
not afford  long  term  care  and  must  be  charges 
of  the  community  in  some  way,  one  sees  that 
this  problem  is  small.  As  always,  the  small  pro- 
portion of  private  care  is  still  there  and  is  still 
small.  How  it  is  in  the  country  and  states  like 
Iowa,  Nebraska,  Texas  I can’t  say.  But  in  our 
big  cities  about  six  per  cent  of  the  patients  are 
under  private  care.  The  other  94  per  cent  are 
under  the  charge  of  the  city. 

It  is  a simple  matter  of  mathematics  to  take 
the  number  of  patients  reported  as  new  patients 
in  the  United  States  last  year  (ten  per  cent  of 
them  are  being  reported  by  private  physicians) 
and  to  divide  this  into  the  number  of  doctors 
practicing  in  the  United  States.  It  comes  to  one 
patient  to  32  M.D.’s.  It  represents  an  average 
for  all  physicians  in  the  United  States.  It  is  not 
a statement  that  the  average  chest  physician  or 
the  average  internist  sees  a patient  once  in  32 
or  16  years. 

This  is  important  in  regard  to  postgraduate 
or  continuing  education,  because,  if  a man  is 
not  going  to  see  tuberculosis  oftener  than  once 
in  32  years,  he  is  not  interested  in  perfecting  his 
knowledge  of  the  diagnosis  and  treatment  of 
tuberculosis.  He  is  not  really  very  interested  un- 
til he  has  a case.  And  this  is  one  of  our  difficul- 
ties in  continuing  the  doctor’s  awareness  of  tu- 
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berculosis  as  a possibility  in  the  differential 
diagnosis. 

The  next  trend  is  the  devaluation  of  collapse 
therapy.  It  is  amazing  how  far  we  have  moved 
over  away  from  collapse  therapy  in  a decade. 
However  we  still  have  patients  who  are  treat- 
ment failures.  In  this  area,  where  we  have  to 
deal  with  a patient  with  a positive  sputum  and 
drug  resistant  organisms,  surgical  collapse  ther- 
apy may  still  have  a very  distinct  place. 

Most  surprising  is  the  relatively  recent  trend 
away  from  resection.  Ten  years  ago  or  less  re- 
section of  the  lung  was  the  big  thing.  But  it  got 
into  this  dilemma:  The  patient  who  had  cavity 
and  a persistently  positive  sputum  also  had  re- 
sistant organisms  and  from  the  surgical  point 
of  view  ran  a high  risk  of  complications.  But  the 
patient  who  had  a residual  nodule,  a cavity  with 
a constantly  negative  sputum,  was  a good  case 
to  operate  on. 

But  operating  on  these  did  not  make  much 
difference  in  the  subsequent  course.  There  is  a 
very  low  relapse  rate  with  these  so-called  “open 
negatives,”  and  an  even  smaller  relapse  rate  with 
the  healed  residual.  Whether  that  patient  did 
better  after  removing  all  small  caseous  foci  or 
not  depended  on  whether  he  had  to  get  an  an- 
nual chest  X-ray  to  hold  a job  or  not.  If  he 
didn’t  have  to  get  an  X-ray,  he  did  just  as  well 
without  the  operation. 

Drugs  in  Chemotherapy 

In  chemotherapy  there  have  been  no  very 
effective  new  drugs.  Thioamide  or  Ethionamide 
introduced  a year  ago  is  a moderately  effective 
drug.  A new  drug  which  is  under  trial  now 
called  Ethambutol  seems  to  be  a possible  com- 
panion to  isoniazid,  being  taken  by  mouth  and 
being  fairly  effective  in  a smaller  dose  than  PAS. 

Hydrostreptomycin  is  out  because  it  produces 
progressive  deafness  and  does  not  have  a dis- 
tinct advantage  over  streptomycin.  Streptomycin 
is  much  less  used.  And  when  used  is  should  be 
used  as  a daily  dose  early  in  the  course  of  treat- 
ment and  then  discontinued  so  that  it  can  be 
held  in  reserve  for  any  subsequent  complica- 
tions. 

High  dosage  isoniazid  has  had  great  popular- 
ity. It  was  based  upon  theory,  isoniazid  being 
acetylated  rapidly  in  the  body  of  many  indi- 
viduals. After  long  and  extensive  trials  by  the 
VA-Armed  Forces,  the  net  result  is  that  the 
theory  is  fine,  but  in  actual  practice  the  standard 
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dose  of  300  mg.  per  day  for  the  average  patient 
of  150  pounds  is  as  effective  as  a high  dosage. 

It  is  interesting  that  the  one  group  still  main- 
taining that  high  dosage  is  important  for  treat- 
ment of  tuberculosis  are  the  pediatricians.  The 
fact  that  the  child  tolerates  a high  dose  better 
than  an  adult,  and  one  had  better  be  on  the 
safe  side,  is  not  a sound  scientific  basis  for  high 
dose  therapy. 

Isoniazid  alone  is  of  course  very  effective  as 
shown  by  the  Public  Health  Service  in  compara- 
tive studies  on  minimal  and  moderately  ad- 
vanced tuberculosis  with  no  cavitation.  The 
trouble  here  is  that  when  we  get  a new  case 
with  a positive  sputum  on  smear,  even  though 
we  cannot  see  any  cavity  in  the  X-ray,  we  must 
assume  that  the  conditions  of  cavity  are  there. 
One  would  be  much  safer  to  give  two  drugs  to 
all  these  cases  at  the  beginning  of  treatment. 

This  is  quite  different  from  the  treatment  of  a 
child  or  infant  with  active  primary  tuberculosis, 
particularly  when  one  cannot  recover  any  or- 
ganisms. Isoniazid  alone  then  may  have  a very 
definite  place  in  prolonging  treatment  in  such 
patients  for  a second  or  third  year  after  the 
lesion  is  quiescent. 

Preventive  Treatment 

One  of  the  biggest  trends  of  course  in  the 
treatment  of  tuberculosis  within  the  last  year 
or  two  has  been  the  trend  to  extend  treatment 
to  include  many  more  people  than  simply  those 
with  an  active  pulmonary  tuberculosis  — in 
other  words,  to  include  preventive  treatment  of 
the  child  or  the  infant  who  is  infected.  The 
chemotherapy  of  tuberculosis  has  been  extended 
definitely  to  infants  under  three  with  a positive 
tuberculin  to  prevent  development  of  fatal  forms 
of  tuberculosis. 

The  same  reasoning  can  be  applied  to  indi- 
viduals who  have  converted  from  a negative  to 
a positive  tuberculin  test  within  the  previous 
twelve  months.  As  shown  by  Walgren  and 
others,  there  is  a time  schedule  in  which  the 
danger  of  progression  to  miliary  tuberculosis, 
meningitis,  pleural  effusion  and  various  other 
forms  is  highly  likely  within  the  first  year  after 
the  infection. 

Patients  who  now  have  inactive  tuberculosis 
but  whose  previous  treatment  did  not  include 
18  months  or  more  on  two  drugs  should  prob- 
ably be  retreated  with  effective  chemotherapy. 
This  is  based  on  the  observation  that  the  pa- 


tients who  have  been  treated  with  isoniazid  and 
then  another  drug  for  at  least  18  months  have  a 
very  low  relapse  rate.  Theoretically  the  patient 
who  now  has  a chest  X-ray  showing  a lot  of 
residuals  and  who  has  never  had  chemotherapy 
is ' still  subject  to  the  relapse  rate  experienced 
before  isoniazid  was  introduced. 

While  it  is  still  impossible  to  have  firm  statis- 
tical basis  for  retreating  these  old  cases  of  tuber- 
culosis with  a year  of  chemotherapy,  they  do 
not  have  to  be  hospitalized. 

Another  Group 

There  is  another  group  which  should  be  treat- 
ed, although  this  is  more  controversial  and  that 
is  patients  who  are  picked  up  in  a survey  and 
who  are  put  in  the  cateory  of  pulmonary  tuber- 
culosis of  undetermined  activity,  probably  ac- 
tive. There  is  no  bacteriological  proof  that  this 
is  tuberculosis  and  that  it  is  active.  There  is  no 
series  of  chest  films  to  show  that  the  lesion  is 
progressive  or  that  it  is  forming  a cavity. 

Should  one  wait  for  the  reports  on  cultures  to 
come  back  from  the  laboratory,  or  should  one 
treat  him  now?  After  specimens  have  been  sent 
to  the  laboratory,  medical  judgment  based  on 
the  individual  case  should  determine  whether 
the  patient  should  be  started  on  treatment. 
There  is  less  hazard  in  starting  some  of  these 
people  before  necrosis  goes  so  far  and  shells  out 
a cavity  than  there  is  in  waiting,  and  it  is  no 
difficulty  to  cut  off  the  treatment  after  a month 
or  two  if  the  conclusion  is  that  this  is  a case  of 
histoplasmosis. 

There  are  certain  other  groups  to  whom  this 
prophylactic  treatment  has  extended.  All  pa- 
tients who  have  a positive  tuberculin  or  old 
X-ray  evidence  of  pulmonary  lesions  and  who 
are  taking  prolonged  cortico-steroid  treatment 
for  any  other  purpose  should  certainly  be  under 
a protective  daily  dosage  of  isoniazid. 

Patients  who  have  severe  diabetes  or  patients 
who  have  a nodular  form  of  silicosis  and  posi- 
tive tuberculin,  patients  who  have  had  gastric 
resections  and  have  evidence  of  old,  apparently 
healed  tuberculosis  in  the  lungs  should  prob- 
ably have  a daily  isoniazid.  It  may  take  as  long 
as  five  years  after  the  gastric  resection  before 
they  appear  in  our  tuberculosis  institutions. 
There  may  be  other  complicating  conditions 
which  tend  to  increase  the  liability  of  tubercu- 
losis in  which  we  should  consider  giving  a 
course  of  isoniazid. 
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Another  trend  in  the  treament  of  tuberculosis 
has  been  the  place  which  has  been  found  for 
steroid  therapy.  It  is  apparently  quite  important 
and  valuable  to  give  steroids  plus  chemotherapy 
for  cases  of  tuberculosis  pneumonia,  miliary 
tuberculosis,  and  meningeal  tuberculosis.  The 
dramatic  effect  upon  the  temperature  and  symp- 
toms is  so  great  that  it  is  apt  to  mislead  us  as  to 
exactly  what  else  we  have  accomplished  with 
the  steroids.  There  is  also  some  evidence  ac- 
cumulating that  with  tuberculous  pleurisy  with 
effusion  and  tuberculous  adenitis  the  steroids 
may  be  of  some  help  in  favoring  early  resolution 
and  more  effective  treatment. 

When  we  had  a very  high  initial  case  fatality 
rate,  for  instance  at  the  Philadelphia  General 
Hospital  in  1947,  50  per  cent  of  the  patients  died 
within  a year  of  the  admission,  we  did  not  ac- 
cumulate many  “treatment  failures.”  But  today 
with  the  mortality  reduced  to  less  than  ten  per 
cent  of  those  coming  in  with  new  active  tu- 
berculosis, we  are  creating  through  our  failures 
and  through  the  natural  human  failings  of  the 
patient  a considerable  body  of  people  who  have 
chronic  tuberculosis. 

Results  with  Control 

The  comparatively  regular  success  of  the 
people  who  treat  patients  with  tuberculosis  in 
mental  hospitals  and  in  penal  institutions  puts 
us  to  shame.  They  have  the  patients  completely 
under  control.  And  in  the  mental  institutions 
they  can  get  a wife  to  consent  to  having  the 
lung  removed  rather  than  having  to  ask  the  man 
himself  to  consent.  Our  problem  is  a difficult  one 
here  because  it  involves  the  control  of  human 
beings  in  a society  where  we  like  to  feel  that 
people  are  free  rather  than  ordered  around. 

The  trend  is  toward  more  effective  use  of  shift- 
ing combinations  of  drugs,  some  of  the  secondary 
drugs,  and  of  persuasion  of  many  of  these  pa- 
tients to  have  surgery.  In  this  particular  field 
surgery  offers  perhaps  its  greatest  contribution 
to  successful  treatment.  Successful  treatment 
means  bacteriological  success  from  a public 
health  point  of  view,  and  success  in  getting  the 
person  back  on  his  feet  and  able  to  earn  his 
living. 

One  of  the  trends  which  is  striking  is  the 
result  of  better  bacteriological  laboratory  work. 
As  we  have  come  to  depend  more  and  more  on 
cultures  of  the  sputum,  cultures  of  the  bronchial 
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secretions,  cultures  of  the  gastric  secretions,  two 
things  have  happened. 

One  is  that  we  have  begun  to  recognize  the 
increasing  incidence  of  organisms  resistant  to 
the  three  major  drugs.  This  is  a serious  and 
growing  problem  because  again  it  represents  a 
loophole  in  our  methods  of  control.  The  last 
VA  study  showed  somewhat  over  five  per  cent 
of  such  new  cases  coming  in  with  infections 
resistant  to  one  or  more  of  these  drugs.  In 
some  foreign  places,  20  to  25  per  cent  of  new 
patients  have  tuberculosis  as  a result  of  in- 
fection with  these  resistant  organisms. 

Just  as  the  staphylococcus  in  one  form  has 
escaped  and  made  an  end  run  around  the  broad 
spectrum  antibiotics  producing  serious  infec- 
tions in  our  hospitals,  the  tubercle  bacillus 
threatens  to  do  the  same  thing.  This  underlines 
the  importance  of  thorough  initial  treatment  of 
every  case  because  this  development  of  resistance 
obviously  results  from  a failure  in  the  treatment 
of  the  patient  when  first  diagnosed. 

The  other  result  from  all  these  cultures  used 
in  diagnosing  tuberculosis  and  in  following  the 
patients  in  the  institutions  is  the  uncovering 
of  this  whole  field  of  so-called  unclassified  myco- 
bacteria. When  tuberculosis  in  the  human  variety 
was  more  or  less  ubiquitous  and  everybody  got 
infected  with  it,  the  finding  of  these  organisms 
was  just  a freak.  But  with  the  retreat  of  tu- 
berculosis as  a universal  infection  and  with 
the  use  of  more  cultures  these  other  organisms 
appear. 

Question  of  Origin 

They  bring  up  a very  difficult  point  from  the 
public  health  viewpoint:  “Are  these  organisms 
transmitted  from  one  individual  to  another?” 
If  they  are  not  and  if  they  are  geographically 
located  in  relation  to  soil  or  another  vector,  one 
has  little  justification  in  isolating  them  in  a tu- 
berculosis hospital  and  reporting  these  as  cases 
of  tuberculosis. 

Although  they  lump  all  these  organims  to- 
gether in  one  category,  unclassified,  there  is  a 
great  difference  between  the  photochromes  in 
Group  one  and  the  scotochromes  in  Group  two. 
There  is  sufficient  evidence  that  the  photo- 
chromes and  the  Group  three  of  Runyon  do 
produce  disease  in  some  individuals. 

As  far  as  treatment  is  concerned,  these  organ- 
isms generally  have  a certain  degree  of  native 
resistance  to  our  drugs.  And  while  they  do  yield 
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to  treatment  they  do  not  show  the  dramatic  and 
conclusive  effects  that  we  get  in  treating  pul- 
monary tuberculosis  due  to  the  tubercle  bacillus. 

The  best  treatment,  when  they  do  develop 
active  open  lesions  with  cavitation,  is  a com- 
bination of  drug  therapy  and  surgical  resection. 
This  cuts  the  Gordian  knot  in  effect.  With  nega- 
tive sputum  they  can  be  sent  home. 

The  proportion  of  these  patients  in  the  total 
population  who  have  active  disease  is  not  very 
large.  Even  in  Georgia  where  they  have  un- 
covered perhaps  the  largest  number  of  these 
Battey  organisms,  the  proportion  is  four  per- 
cent of  their  admissions.  A high  proportion  of 
the  people  in  central  or  south  Georgia  have  the 
infection  with  this  organism,  whereas  the  num- 
ber that  actually  turns  up  at  the  sanitarium  with 
this  organism  is  relatively  small.  Outside  of  the 
institutions  where  they  are  picked  up  they  do 
not  present  a very  large  problem  in  medicine. 

This  whole  shifting  matter  of  treatment  is 
covered  in  its  various  aspects  by  a series  of 
statements  that  are  put  out  by  the  Therapy 
Committee  of  the  American  Thoracic  Society. 

I want  to  emphasize  that  whereas  we  used 
to  expect  high  mortality  from  tuberculosis,  we 
should  not  be  satisfied  today  with  anything  less 
than  95  per  cent  recovery.  Any  system  of  TB 
treatment  which  is  batting  less  than  about  95 
per  cent  on  new  cases  is  a system  that  is  not 
functioning  to  its  full  capacity  with  our  present 
day  equipment  and  armentarium. 

Objective  Cited 

We  should  have  the  objective  of  having  no 
open  positive  cases  at  large  in  the  community 
except  under  very  special  and  strict  circum- 
stances of  isolation  from  children  and  from  other 
individuals  who  may  be  susceptible.  This  should 
be  our  goal,  and  nothing  less. 

Finally  we  must  beware  of  too  much  dogma- 
tism. All  we  have  to  do  is  to  think  back  a few 
years  to  the  reliance  on  climate.  And  then  this 
matter  of  bed  rest.  How  convinced  we  were 
that  the  patient  had  to  rest  in  bed,  the  use  of 
the  bed  pan  for  months,  the  daily  bath  in  bed, 
the  whole  ritual  of  bed  treatment. 

The  hospital  still  has  tremendous  values  to 
give  to  the  patient  in  starting  him  off  right: 
rest,  change  from  the  stresses  and  strains  that 
helped  to  break  him  down,  educating  him  and 
isolating  him  while  he  is  contagious,  and  getting 


his  treatment  started  properly.  But  bed  rest  is 
one  of  the  least  of  these  things  that  the  hospitals 
has  to  offer  today. 

From  1890  to  1900  tuberculin  treatment  had 
just  as  much  faith  in  it  as  chemotherapy  has 
today.  With  no  VA-Armed  Forces  comparative 
studies  they  had  to  wait  until  they  had  killed 
some  people  before  they  backed  away  from  that 
one. 

Collapse  therapy  — Just  think  how  recently  we 
were  devoted  to  the  proposition  that  if  you  can 
get  us  the  patient  early  enough  and  let  us  col- 
lapse his  lung  one  way  or  another,  closing  that 
cavity,  he  will  get  well.  One  of  the  first  effects 
of  chemotherapy  was  to  permit  the  surgeon  to 
go  into  the  thorax  proximal  to  the  pleura  with 
impunity  in  the  face  of  a tuberculous  infection. 
The  resulting  overenthusiasm  has  died  down 
now  to  a firm  basis  for  the  surgery  that  is  done. 

In  the  Future 

What  will  be  the  next  trend  after  chemo- 
therapy? Tuberculosis  itself  will  be  with  us  as 
an  infection,  potentially  as  a producer  of  serious 
disease,  for  two  generations,  or  70  years,  so  that 
the  medical  profession  had  better  still  study  it. 

It  cannot  be  wiped  out  as  typhoid  could  be 
by  pure  water,  pure  milk,  pure  food  and  a 
certain  amount  of  vaccination  because  it  re- 
mains in  the  lymph  nodes,  the  spleen,  the  bone 
marrow  of  millions  of  citizens  in  this  country. 
This  is  now  all  one  little  world  with  tuberculous 
infection  in  possibly  a billion  people  outside  of 
this  country,  which  is  a pretty  big  reservoir. 


(Following  is  summary  by  Dr.  Julius  L.  Wilson 
of  his  paper  presented  at  the  Arizona  Thoracic 
Society’s  Symposium  on  Diseases  of  the  Chest, 
September  15, 1961  — Ed.) 

NEW  HORIZONS  IN 
RESPIRATORY  DISEASE 
SUMMARY 

Horizons  are  visible  from  here  and  new  be- 
cause of  our  rapid  advances  in  the  field  of 
respiratory  disease.  Rare  new  diseases  are  over- 
shadowed by  the  big  disabling  and  killing  dis- 
eases on  the  increase  or  holding  their  own. 

Asthma  — chronic  bronchitis  — emphysema, 
the  chronic  non-specific  lung  disease  of  the 
British,  is  a condition  in  search  of  definitions 
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and  of  a name.  Agreement  between  specialties 
and  English-speaking  writers  must  preceed 
classification  and  statistical  studies.  A defini- 
tion of  emphysema  based  upon  pathology  neces- 
sitates the  creation  of  a new  component  of  the 
group,  overinflation.  Immunology,  physiology 
and  epidemiology  are  charting  new  roads 
toward  better  treatment  and  some  preventive 
measures. 

Possible  Causes 

Carcinoma  of  the  lung,  like  emphysema,  is  on 
the  increase,  possibly  due  to  some  of  the  same 
secondary  causes  such  as  smoking,  air  pollution, 
heredity  and  hormones.  Recognition  of  such 
causes  necessitates  choice  between  public  edu- 
cation against  smoking  and  air  pollution  and 
direct  measures  to  remove  carcinogens  from  the 
smoke  and  smog.  Discouragement  with  curative 
measures  emphasizes  need  for  prevention.  New 
direction  of  virologic  studies  may  be  a mirage, 
but  may  also  lead  to  cause  and  prevention. 

Infections  continue  to  be  important  lung  dis- 
eases in  spite  of  antimicrobial  triumphs.  Viral 
infections  such  as  common  cold,  influenza  and 
pneumonias  present  complex  problems  in  pre- 
vention. But  wholly  new  approaches  are  being 
laid  out  from  interferons  to  air  purification.  De- 
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velopment  of  resistant  organisms  has  imperilled 
the  success  of  chemotherapy  against  pneumonia 
and  tuberculosis. 

Diminishing  returns  have  set  in  with  an  aging 
population,  alcoholism,  delayed  diagnosis,  and 
other  human  factors.  Unclassified  mycobacteria 
have  been  unveiled  as  a cause  of  much  lung 
disease  by  the  retreat  of  tuberculosis  and  the 
general  use  of  cultures  for  diagnosis.  Mode  of 
transmission  and  prevention  still  are  unknown. 
Mycoses  are  now  well  demarcated  and  new 
drugs  are  appearing  to  treat  the  previously  fatal 
forms  of  histoplasmosis,  coccidioidomycosis, 
blastomycosis. 

In  other  conditions  new  horizons  necessitate 
constant  re-education  of  every  internist.  Theories 
of  the  causation  of  silicosis  are  changing.  The 
pneumoconiosis  of  coal  workers  becomes  a major 
industrial  disease.  Sarcoidosis  constantly  pre- 
sents new  angles.  Cystic  fibrosis  has  expanded 
through  mucoviscidosis  to  a disease  possibly 
underlying  many  adult  conditions.  Embolism, 
thrombosis  and  hypertension  of  the  pulmonary 
circulation  are  recognized  and  treated  more 
readily  by  new  methods.  The  rare  must  not 
divert  our  diagnostic  attention  from  the  less 
exotic  big  four:  Emphysema,  cancer,  pneumonia 
and  tuberculosis. 
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Meigs’  Syndrome 

Report  of  a Case  and  Review  of  the  Literature 

Leo  Schnur,  M.D. 

Kenneth  B.  Brilhart,  M.D. 

Paul  Schnur,  M.D. 


1962  AWARD  WINNING  PAPER 

This  paper  presents  a discussion  of  the  clinical  triad:  ovarian  tumor, 
ascites  and  hydrothorax,  including  an  unusual  case  report. 

An  academic  presentation  of  Meigs'  syndrome  and  pseudo-Meigs'  syn- 
drome and  the  theories  proposed  to  explain  the  unusual  features  of  this 
medical  oddity  are  given. 


INTRODUCTION 

In  1937,  Meigs  and  Cass(l)  reported  seven 
cases  of  fibroma  of  the  ovary  with  ascites  and 
hydrothorax  cured  by  removal  of  the  fibroma. 
This  group  of  findings  was  first  called  Meigs’ 
syndrome(2)  by  Rhoads  and  Terrell  in  a report 
later  that  same  year. 

Meigs’  1937  report,  however,  was  not  the  first 
to  appear  on  this  subject.  In  an  extensive  review 
of  the  literature  in  1954,(3)  he  pointed  out  that 
Spiegelberg(4)  in  1866  first  reported  a case  of 
this  syndrome  that  was  discovered  at  autopsy. 
Cullingworth,(5)  who  is  often  credited  for  the 
first  description  of  the  syndrome,  reported  a 
case  in  1879  in  a patient  who  died.  Since  these 
patients  were  not  operated  upon,  one  of  the 
essential  features  of  the  syndrome  — the  fact 
that  removal  of  the  fibroma  cures  the  hydro- 
thorax — could  not  be  determined. 

Demons(6)  in  1887  reported  nine  patients 
with  cysts  of  the  ovary  whose  ascites  and  hydro- 
thorax was  cured  by  removal  of  the  cysts.  These 
patients,  according  to  present  day  concepts,  did 
not  have  Meigs’  syndrome  but  pseudo-Meigs’ 
syndrome  for,  in  the  true  Meigs’  syndrome,  the 
tumor  must  be  a fibroma  or  a fibroma  like 
tumor.  All  other  pelvic  tumors  associated  with 
ascites  and  hydrothorax  that  clear  by  removal 
of  the  tumor  are  now  called  by  Dr.  Meigs  and 
others  (7,  8)  pseudo-Meigs’  syndrome. 

Some  writers  (9,  10,  11,  12)  believe  that  all 

Third  annual  award  paper,  read  at  the  annual  meeting  of 
The  Arizona  Medical  Association,  Inc.,  Safari  Hotel,  Scottsdale, 
Arizona,  April  27,  1962. 


pelvic  tumors,  benign  or  malignant,  solid  or 
cystic,  associated  with  ascites  and  hydrothorax 
that  clear  after  removal  of  the  tumor,  should 
be  called  Meigs’  syndrome.  Their  reason  for  this 
arises  from  the  fact  that  all  these  patients  may 
be  cured  by  removal  of  the  tumor  whereas,  if 
not  treated  surgically  because  of  a diagnosis  of 
inoperable  metastasic  carcinoma,  they  will  die 
of  a curable  condition. 

Meigs’  reason  for  separating  these  patients 
into  a Meigs’  syndrome  and  a pseudo-Meigs’  syn- 
drome is  based  on  the  fact  that  ascites  and 
hydrothorax  are  found  more  commonly  with 
fibroma  than  with  other  pelvic  tumors. 

Cases  Reviewed 

Tait(13)  in  1892  reported  a case  of  the  syn- 
drome and  Demons,  (14,  15)  in  papers  published 
in  1902  and  1903,  reported  three  cases  of  Meigs’ 
syndrome.  After  Demon’s  paper  in  1903,  there 
was  a period  of  about  thirty-five  years  when 
nothing  appeared  in  the  literature.  The  first 
comprehensive  report  was  by  Meigs  and  Cass  ( 1 ) 
in  1937.  Since  this  report,  there  has  been  in- 
creased interest  shown  in  the  subject  in  both 
American  and  European  literature. 

Two  articles  in  1954,  both  by  Meigs,  are 
worthy  of  note.  In  the  first  one,  ‘Fibroma  of 
the  Ovary  with  Ascites  and  Hydrothorax  — 
Meigs’  Syndrome,”(3)  Dr.  Meigs  reviewed  all 
the  American  literature  and  some  of  the  French, 
German  and  Italian  and  listed  all  the  cases  he 
found  that  he  considered  true  Meigs’  syndrome. 
Total  number  up  to  that  time,  that  he  considered 
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as  meeting  the  definition  of  the  true  syndrome, 
was  eighty-four. 

In  another  report(16)  later  the  same  year, 
entitled  “Pelvic  Tumors  Other  Than  Fibroma  of 
the  Ovary  with  Acites  and  Hydrothroax,”  he 
listed,  from  the  same  literature,  all  the  cases  that 
fell  into  what  he  later  called  pseudo-Meigs’  syn- 
drome. The  total  number  of  cases  in  this  report 
was  twenty-six  benign  tumors  and  fourteen  ma- 
lignant tumors. 


DR.  MEIGS’  REVIEW  OF  124  CASES  COLLECTED 
FROM  THE  LITERATURE  TO  1954 


I.  True  Syndrome,  84  cases. 


Fibroma  of  the  Ovary 

69 

82.3% 

Thecal  Cell  Tumors 

8 

9.6% 

Granulosal  Cell  Tumors 

5 

5.7% 

Rrenner  Tumors 

1 

1.2% 

Unclassified 

1 

1.2% 

So  Called  Pseudo-Meigs’  Snydrome,  40 

cases 

1.  Benign  Tumors,  24  cases 

Ovarian  Cysts 

24 

42.5% 

Leimyoma  of  the  Uterus 

5 

12.5% 

Teratoma 

2 

5.0% 

Fallopion  Tube  Papilloma 

1 

2.5% 

Undefined  Pelvic  Mass 

1 

2.5% 

2.  Malignant  Tumors,  14  cases 

Papillary  Cystadenoma 

9 

22.5% 

Kruckenberg  Tumors 

1 

2.5% 

Adenocarcinoma 

1 

2.5% 

Carcinoma 

1 

2.5% 

Papillary  Cystadenoma  with 

Ca  of  Uterus 

1 

2.5% 

Fibrocarcoma 

1 

2.5% 

Pleural  Effusion  In  84  Cases  of  Meigs’  Syndrome 


Right  Side 

52  cases 

62% 

Left  Side 

9 cases 

10% 

Both  Sides 

20  cases 

24% 

Not  Reported 

3 cases 

4% 

CASE 

REPORT 

This  patient  is  a white  female,  87  years  of 
age.  She  was  first  seen  on  September  26,  1960, 
at  which  time  her  chief  complaint  was  pain  in 
the  calf  of  the  right  leg  of  two  days  duration. 

Physical  examination  at  this  time  revealed  an 
asthenic,  senile  appearing  female,  weight  109, 
blood  pressure  154/70,  temperature  98.6°  F.  Her 
posture  indicated  a marked  kyphosis  of  the 
dorsal  spine.  Heart  was  regular  in  force,  rate 
and  rhythm,  rate  was  90;  systolic  bruit  were 
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present  over  the  mitral,  pulmonic  and  aortic 
areas;  there  was  no  evidence  of  enlargement. 

Examination  of  the  lungs  revealed  physical 
signs  of  an  extensive  right  pleural  effusion.  The 
abdomen  was  scaphoid  and  a mass  was  apparent 
on  inspection.  Palpation  revealed  a freely  move- 
able  mass,  approximately  three  by  four  inches 
in  diameter,  firm  in  consistency,  not  tender,  the 
upper  border  of  which  was  1 inch  below  the 
umbilicus  and  to  the  left  of  the  midline.  There 
was  no  evidence  of  ascites. 

The  right  leg  presented  the  physical  signs  of 
a phlebitis.  Pelvic  examination  was  refused.  The 
patient  was  very  disturbed  to  learn  of  these 
extensive  findings,  requested  treatment  only  for 
the  condition  of  her  leg  and  refused  further  in- 
vestigation of  the  tumor  and  pleural  effusion. 
The  right  leg  improved  with  treatment. 

Physical  Complaints 

She  returned  on  December  16,  1960,  complain- 
ing of  weakness,  dyspnea  on  exertion,  pain  in 
right  anterior  chest,  non-productive  cough,  pain 
in  abdomen,  anorexia  and  loss  of  weight  as 
well  as  joint  pains  and  low  back  pain. 

Physical  examination  at  this  time  revealed 
weight  to  be  112  lbs.,  blood  pressure  146/70, 
findings  in  the  chest  essentially  the  same,  the 
abdominal  mass  was  about  the  same  size  and, 
on  pelvic  examination,  appeared  to  involve  the 
left  adnexa. 

The  patient  now  permitted  a urinalysis  which 
was  essentially  negative.  The  complete  blood 
count  indicated  HB  79%;  11.4  gm,  RBC 

3,790,000.  WBC  6,920,  with  differential  count 
of  polys.  66%,  lymphs  26%,  eosinophiles  6%, 
monocytes  2%.  EKG  tracing  was  within  normal 
limits. 

X-rays  of  the  chest  and  abdomen  revealed 
massive  right  pleural  effusion  and  a shadow  of 
soft  tissue  mass  in  the  abdomen  and  pelvis.  The 
patient  was  advised  that  she  was  suffering 
from  Meigs’  syndrome  in  addition  to  her  arthritis 
and  generalized  arteriosclerosis.  She  again  re- 
fused any  consideration  of  the  treatment  of  her 
major  pathology  and  demanded  only  relief  of 
her  joint  and  back  pains. 

On  February  2,  1961,  due  to  increasing  ab- 
dominal discomfort,  edema  of  the  feet  and  en- 
largement of  the  abdomen,  the  patient  again 
sought  medical  attention.  At  this  time  a very 
interesting  change  was  noted  in  the  physical 
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Chronology 

. . This  evidence  definitely 
indicates  that  the  pleural  ef- 
fusion moved  from  the  chest 
to  the  abdomen  and  back  to 
the  right  pleural  cavity  during 
February,  1961,  and  again 
during  the  latter  part  of  April 
and  early  part  of  May,  1961.” 


Fig.  3 — After  1800  cc.  fluid  removed. 


Fig.  6 — Two  days  after  left  oophorosal- 
pingectomy performed. 


Fig.  1 — Right  pleural  effusion. 


Fig.  4 — No  fluid  in  pleural  cavity.  This 
confirmed  fluoroscopy  finding  2-20-61  that 
fluid  completely  moved  to  abdominal  cavity. 


Fig.  7 — Eleven  days  postoperative  with 
spontaneous  absorption  of  fluid.  No  fluid 
was  detected  in  abdomen  on  physical  exam- 
ination. 


Fig.  2 — Although  fluoroscopy  indicated 
no  fluid  in  chest  2-20-61,  this  indicates 
amount  of  fluid  present  on  2-27-61.  Fol- 
lowing this,  1800  cc.  was  removed. 


Fig.  5 — 2500  cc.  fluid  removed. 


Fig.  8 — Ten  months  after  surgery  indi- 
cating no  return  of  pleural  effusion. 
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signs  of  the  chest  and  abdomen. 

The  pleural  effusion  was  very  much  decreased 
and  this  was  confirmed  on  fluroscopy.  The 
abdomen  was  very  prominent  and  examination 
revealed  this  was  due  to  ascitic  fluid.  The  tumor 
mass  could  be  definitely  palpated  in  this  fluid. 

Further  observations,  up  to  February  20, 
1961,  indicated  a decreasing  pleural  effusion 
and  an  increase  of  ascites.  On  this  date,  fluro- 
scopy revealed  no  pleural  effusion. 

The  patient  was  next  seen  February  25,  1961, 
at  home  with  the  history  that,  on  the  previous 
day,  she  experienced  a recurrence  of  severe  pain 
in  the  right  upper  chest  following  which  the 
enlargement  of  the  abdomen  decreased  and  the 
abdominal  pain  diminished.  She  was  very 
dyspneic  and  requested  treatment  for  dyspnea 
and  chest  pain. 

Patient  Hospitalized 

Following  a review  of  the  problem  with  the 
patient  and  her  family,  she  accepted  hospitaliza- 
tion on  February  25,  1961,  for  the  purpose  of 
studies  designed  to  determine  whether  or  not 
the  abdominal  tumor  was  benign  or  neoplastic 
and  to  evaluate  the  patient’s  condition  for  sur- 
gery. X-ray  of  her  chest  on  admission  indicated 
an  extensive  right  pleural  effusion. 

Thoracentesis  was  performed  on  February  27, 
1961,  removing  1800  cc.  straw  colored,  cloudy 
fluid.  Chest  X-ray  following  this  demonstrated 
fluid  still  present  in  the  right  pleural  cavity. 

Paracentensis  was  performed  on  February  28, 
1961,  at  which  time  very  little  ascitic  fluid  was 
obtained.  Laboratory  and  pathologic  study  of 
these  fluids  were  inconclusive.  The  pathologist 
considered  the  pleural  fluid  an  inflammatory 
exudate  and  not  likely  to  be  related  to  Meigs’ 
syndrome  and  suggested  consideration  of  a 
Krukenberg  tumor. 

Due  to  her  unsatisfactory  condition,  a G.I. 
series  was  not  performed.  The  patient  was  con- 
sidered an  unsatisfactory  surgical  risk  and  dis- 
charged March  2,  1961,  with  the  understanding 
she  would  be  given  relief  for  respiratory  dis- 
tress with  thoracentesis  when  indicated. 

The  patient  presented  herself  for  re-examina- 
tion  in  the  office  on  April  25,  1961,  stating  that 
she  had  recently  experienced  a marked  increase 
in  the  size  of  her  abdomen  with  increased  dis- 
comfort; also,  that  chest  pain  had  subsided  as 
well  as  the  dyspnea  and  cough. 

X-ray  of  the  chest  on  April  26,  1961,  demon- 
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strated  an  absence  of  pleural  effusion.  Physical 
examination  of  the  abdomen  indicated  the  tumor 
as  previously  noted  in  a very  enlarged  abdomen 
with  ascitic  fluid.  The  evidence  available  thus 
far  definitely  indicated  that  the  pleural  effusion 
could  not  be  due  to  metastatic  implants  on  the 
pleura  and  reconsideration  was  given  to  the 
question  of  this  patient  being  able  to  success- 
fully sustain  the  surgical  removal  of  the  ab- 
dominal tumor. 

On  May  11,  1961,  the  right  pleural  effusion 
recurred  and  2500  cc.  pleural  fluid  was  removed. 
The  patient  finally  requested  consideration  of  the 
surgical  treatment  and  she  was  readmitted  to 
the  hospital  on  May  23,  1961,  with  the  under- 
standing that  a finger  exploration  would  be 
performed  and  a biopsy  done  and  that  the  tumor 
would  be  removed  if  it  were  benign. 

The  patient  was  operated  May  24,  1961. 
Finger  exploration  revealed  a smooth,  en- 
capsulated, freely  moveable  tumor  of  the  left 
adnexa.  Because  of  this,  it  was  decided  to  re- 
move it.  A general  anesthetic  was  given,  the 
incision  extended  and  the  abdomen  explored.  A 
moderate  amount  of  serous  fluid  was  noted  in 
the  abdomen.  The  stomach,  duodenum,  gall 
bladder,  liver,  pancreas  and  spleen  were  entirely 
negative. 

A left  oophorosalpingectomy  was  performed. 
The  patient’s  post-operative  course  was  excel- 
lent. Daily  physical  examination  revealed  a rapid 
disappearance  of  the  pleural  effusion. 

On  June  5,  X-ray  examination  demonstrated 
no  pleural  fluid.  The  patient  was  discharged 
June  7,  1961.  The  pathological  report  indicated 
the  tumor  to  be  a pseudomucinous  adenocar- 
cinoma of  the  ovary.  Follow-up  of  this  patient 
through  September  11,  1961,  indicates  an  ex- 
cellent recovery  with  no  recurrence  of  symptoms 
or  pleural  effusion. 

DISCUSSION 

The  present  day  definition  of  Meigs’  syn- 
drome, according  to  Meigs(3)  is: 

First:  The  tumor  must  be  a benign  and  solid 
tumor  with  the  gross  appearance  of  a fibroma. 
Because  of  the  likeness  to  fibroma  of  thecomas, 
granulosal-cell  tumors  and  Brenner  tumors,  they 
are  included  in  the  syndrome. 

Second:  The  tumor  must  be  accompanied  by 
ascites. 

Third:  There  must  be  fluid  in  the  chest.  This 
may  occur  on  one  or  both  sides  but  is  usually 
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found  on  the  right  side.  The  fluid,  generally,  is 
said  to  be  that  of  a transudate;  however,  there 
have  been  reported  cases  of  the  fluid  being 
bloody  (17,  18)  and  of  the  specific  gravity  being 
as  high  as  1.040.  ( 19)  The  fluid  may  show  few  to 
many  WBC  which  are  usually  lymphocytes 
when  present.  One  case  (20)  demonstrated  an 
inflammatory  process  in  the  pleura  on  thoraco- 
scopic examination.  The  Papanicolaou  examina- 
tion has  always  been  negative.  Cultures  should 
be  negative  unless  infection  has  been  introduced 
iatrogenically.  Occasionally,  the  fluid  has  been 
noted  to  clot  on  standing. 

Fourth:  The  removal  of  the  tumor  must  re- 
lieve the  patient  of  the  ascites  and  chest  fluid. 

The  definition  of  pseudo-Meigs’  syndrome 
varies  from  the  above  criteria  with  regard  to 
the  first  requirement.  The  last  three  conditions 
are  the  same. 

Differences  Cited 

The  first  is  different  in  that  the  tumor  may 
be  any  tumor  in  the  pelvis  exclusive  of  those 
mentioned  above.  In  Meigs’  review  (16)  in  1954, 
there  were  twenty-six  benign  tumors  including 
ovarian  cysts,  leiomyomata  of  the  uterus,  (21,  22, 
23)  teratomas, ( 21,  24)  and  papillomas.  There 
were  fourteen  malignant  tumors  including  pa- 
pillary cysts  of  the  ovary,  (9,  10,  24,  25)  Kruken- 
berg  tumor,  adenocarcinoma  of  the  round  liga- 
ment, carcinoma,  fibrosarcoma  and  pseudomuci- 
nous cystadenocarcinoma.  ( 10,  11,  26,  27) 

As  for  the  second  and  third  requirements  for 
the  syndrome,  it  must  be  emphasized  in  the 
malignant  cases  that  both  effusions  must  be 
benign,  due  in  some  manner  to  the  presence  of 
the  mass  and  not  to  metastasic  implants.  If  the 
fluid  is  due  directly  to  a malignant  process,  then 
the  fourth  requirement  cannot  be  met  and  the 
case  cannot  be  called  a pseudo-Meigs’  syndrome. 

A careful  study  of  the  available  literature,  in- 
cluding all  of  Dr.  Joe  Meigs’  reports,  leads  us  to 
the  conclusion  that  the  definition  of  this  clinical 
entity  justifies  revision.  Some  writers  have  sug- 
gested this  in  the  past.  (9,  10)  Dr.  Meigs  has  con- 
sidered this  but  continues  his  earliest  clinical 
position. 

It  should  be  emphasized  that,  up  to  1937  when 
Meigs  presented  his  first  report  on  “Fibroma  of 
the  Ovary  with  Ascites  and  Hydrothorax,”  no 
papers  had  been  written  on  this  clinical  trial  for 
some  years.  His  first  report  included  seven  cases. 

In  1943,  Meigs  reported  on  a series  of  twenty- 


seven  patients.  His  subsequent  two  excellent  re- 
ports in  1954  indicated  a total  of  one  hundred 
twenty-four  cases;  eighty-four  were  typical  of 
the  Meigs’  syndrome  and  the  remaining  forty 
were  other  types  of  tumors. 

The  1943  paper  states  that  the  cystadenomas, 
fibroids  or  cancers  with  fluid  in  the  chest  and 
abdomen  were  not  reported  due  to  the  small 
number.  He  further  writes  that,  should  these 
increase  in  number  and  become  a large  enough 
group,  they  should  be  included  in  the  syndrome. 

It  has  been  of  considerable  interest  to  con- 
tinue with  our  study  of  Dr.  Meigs’  thinking 
regarding  this  important  subject  of  definition 
and  classification. 

Following  his  extensive  analysis  of  the  litera- 
ture in  1953,  speaking  before  the  American 
Academy  of  Obstetrics  & Gynecology  at  Cin- 
cinnati, Ohio,  December,  1953,  he  stated,  fol- 
lowing a discussion  of  cases  other  than  fi- 
bromas : ( 16 ) 

“The  results  after  removal  of  the  benign  cysts, 
teratomas,  and  leiomyomas  are  excellent,  and 
the  fluids  disappeared  in  each  instance.  In  the 
malignant  group,  however,  some  were  cured 
and  the  fluids  vanished,  but  3 patients  died 
without  operation,  2 died  because  of  the  tumors. 
The  fluid  in  the  chest  had  disappeared  in  both 
cases.  If  the  cyst  or  tumor  is  benign,  a good 
result  can  be  expected,  and  there  will  be  no 
more  accumulation  of  chest  or  abdominal  fluid. 
In  the  cancer  group,  however,  this  will  depend 
upon  the  extent  of  the  malignant  process,  but 
strangely  enough  the  pleural  effusion  rarely  re- 
curs. 

Histories  Differ 

“It  is  evident  from  a perusal  of  these  10  his- 
tories that  a good  case  can  be  made  for  in- 
cluding them  in  the  group  of  the  true  syndrome, 
but  they  are  different,  and  considering  the  pro- 
portion of  cancers  of  the  ovary  to  fibromas  of 
the  ovary,  the  number  of  such  cases  is  small. 
There  must  be  something  different  and  distinc- 
tive in  the  cases  of  fibroma  of  the  ovary.  Why 
should  they  be  so  frequent  among  those  showing 
fluid  in  the  abdomen  and  chest?  It  may  seem 
arbitrary  to  try  to  define  Meigs’  syndrome,  omit- 
ting the  other  lesions  that  may  be  responsible 
for  a similar  picture,  but  it  would  seem  that 
the  fibromas  are  way  out  of  proportion  as 
etiologic  factors.  There  is  no  question  but  that 
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a malignant  process  may  be  responsible. 

“I  realize  that  the  argument  is  not  very  strong, 
but,  from  a careful  study  of  all  the  cases  re- 
viewed, it  is  best  to  divide  the  syndrome,  for 
certainly  the  epithelial  tumors  may  be  different. 

“The  real  puzzle  is  the  reason  for  fluid  in  the 
abdomen.” 

Clinical  Triad 

It  is  our  opinion  that  Dr.  Meigs’  basis  for  his 
classification,  namely:  the  relative  frequency  of 
the  type  of  tumor  in  this  clinical  triad  of  ab- 
dominal tumor,  ascites  and  hydrothorax,  war- 
rants reconsideration.  Since  it  is  generally  agreed 
that  there  is  nothing  distinctive  about  the  labora- 
tory findings  in  this  clinical  triad,  it  is  most 
important  to  recognize  that,  without  surgery,  no 
definitive  evaluation  of  the  nature  of  the  tumor 
can  be  established. 

Without  any  more  knowledge  than  we  pres- 
ently have,  except  for  the  statistics  relating  to 
the  nature  of  the  various  tumors  involved,  it 
would  appear  that  the  most  important  considera- 
tion to  the  physicians  seeing  patients  with  this 
syndrome,  namely:  an  abdominal  tumor,  ascites 
and  pleural  effusion,  should  be  that  we  are  deal- 
ing with  a condition  that  is  amenable  to  surgical 
treatment  with  excellent  results. 

We  believe  this  should  be  the  determining 
factor  in  a consideration  of  definition  and  that 
a classification  of  pseudo-Meigs’  and  true  Meigs’ 
syndrome  is  academic  rather  than  based  on  the 
clinical  importance  to  the  physician’s  judgment 
regarding  treatment  which  is,  in  the  final 
analysis,  the  basis  of  our  service  to  the  patient 
with  this  clinical  syndrome.  Including  all  ab- 
dominal tumors  associated  with  ascites  and  hy- 
drothorax would  appear  to  be  a logical  clinical 
definition. 

This  case  is  of  unusual  interest  due  to  the 
availability  of  clinical  and  X-ray  evidence  with 
regard  to  the  movement  of  the  fluids  in  the 
abdominal  and  pleural  cavities.  This  evidence 
definitely  indicates  that  the  pleural  effusion 
moved  from  the  chest  to  the  abdomen  and  back 
to  the  right  pleural  cavity  during  February, 
1961,  and  again  during  the  later  part  of  April 
and  early  part  of  May,  1961. 

It  has  been  generally  accepted  that  the  ascitic 
fluid  always  moved  from  the  abdominal  cavity 
to  the  pleural  space.  There  are  no  clinical  ob- 
servations reported  similar  to  those  presented 
in  this  case  report.  Our  conclusion  that  the  fluid 
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does  move  from  the  chest  cavity  to  the  abdomen 
is  supported  by  the  report  of  Cowan  et  al,(29) 
who  recently  definitely  demonstrated  that  col- 
loidal gold  in  the  chest  will  appear  in  the  ab- 
domen. This  finding  is  limited  to  one  case. 
Cowan  offers  the  opinion  that  some  form  of 
rapid  transdiaphragmatic  lymphatic  transport  is 
the  most  feasible  explanation  from  the  results  of 
their  study.  Our  clinical  observations  support 
this  theory. 

Although  the  patients  available  with  this  syn- 
drome are  very  limited,  it  would  be  of  much 
interest  for  physicians  who  have  the  opportunity 
to  observe  those  patients  who  do  not  accept 
surgery,  for  clinical  evidence  of  movement  of 
the  pleural  fluid  to  the  abdomen  and  the  re- 
versal of  this  flow  back  to  the  chest. 

There  has  been  much  written  in  an  attempt 
to  discover  the  cause  of  the  ascites  and  the 
method  of  transport  of  the  fluid  into  the  chest. 
Meigs,  Armstrong  and  Hamilton  (28)  have  shown 
that  the  passage  of  the  fluid  is  from  the  abdomen 
to  the  chest  and  not  the  reverse.  Our  patient, 
however,  did  not  follow  this  rule.  As  can  be 
seen  from  the  history  and  X-rays,  the  fluid  would 
sometimes  be  predominately  in  the  chest  and 
sometimes  in  the  abdomen  and  the  relationship 
would  change  over  a matter  of  a few  days.  As 
far  as  we  know,  this  type  of  situation  has  not 
been  reported  in  any  of  the  patients  with  the 
true  or  false  syndrome.  We  have  no  explanation 
for  this  and  can  only  offer  a suggestion. 

Dr.  Meigs  has  discussed  the  possibility  that 
the  fluid  could  pass  through  a congenitally 
patent  foramen  of  Bochdalek  or  other  congenital 
diaphragmatic  opening.  These  foramen,  if  large 
enough,  would  allow  the  fluid  to  move  back 
and  forth. 

Dr.  Gross'  Statement 

Dr.  Meigs  goes  on  to  say  that  his  friend, 
Dr.  Samuel  Gross,  states  that  congenital  dia- 
phragmatic openings  are  rare  occurrences  and 
that  patients  with  sizable  ones  die  unless  oper- 
ated upon  and  cured  when  very  young.  Since 
these  syndromes  are  also  rare,  the  chance  of 
the  two  occuring  together  is  remote.  Our  patient, 
then,  may  be  the  first  reported  case.  Another 
possibility  to  consider  is  the  fact  that  she  may 
have  an  old  diaphragmatic  tear  due  to  truma. 

It  is  interesting  to  note  that  Cowan  et  al(29) 
have  shown  that  transport  of  fluid  can  move 
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from  the  chest  to  the  abdomen.  They  proved  this 
by  demonstrating  that  colloidal  gold  placed  in 
the  chest  appeared  in  the  abdominal  fluid.  Care- 
ful clinical  study  of  our  patient  would  seem  to 
bear  out  this  fact. 

Ross  and  Farber(30)  reported  three  cases 
where  air  was  placed  into  the  abdomen  and, 
following  a period  of  stress,  the  air  suddenly 
escaped  into  the  chest  cavity.  Their  review  of 
the  literature  revealed  reports  of  five  similar 
cases.  Twelve  more  cases  were  discovered  by 
mailing  questionnaires  to  a number  of  chest 
physicians. 

Every  case  they  studied  had  the  pneumo- 
thorax on  the  right.  They  postulated  the  pres- 
ence of  a diaphragmatic  defect,  probably  con- 
genital. They  explained  the  right  sided  occur- 
ance  of  all  the  pneumothoraxes  on  the  basis  of 
increased  pressure  between  the  liver  and  the 
diaphragm  as  the  air  is  compressed  between 
these  structures. 

The  rapid  escape  of  the  air  in  all  reported 
cases  would  imply  a large  opening  between  the 
two  cavities.  The  rapid  change  in  location  of  the 
fluid  in  our  patient  would  imply  also  the  pres- 
ence of  such  an  opening. 

Dr.  Meigs  believes  the  best  explanation  for 
the  abdominal  fluid  is  as  follows:  “In  cases  of 
fibroma  of  the  ovary,  the  tumors,  by  their  very 
nature,  excrete  fluid  through  their  own  lymphat- 
ics since  these  tumors  always  appear  edematous 
and  will  leak  fluid  if  removed  and  put  in  a con- 
tainer.” (16)  The  presence  of  abdominal  fluid 
in  pseudo-Meigs’  syndrome,  he  says,  is  another 
matter. 

Fluid  Transport 

These  tumors  do  not  show  edema  as  do  the 
fibromas  so  that  the  fluid  may  come  from  the 
cells  making  up  the  lesion.  (16)  He  believes  that 
the  entrance  of  fluid  into  the  chest  may  be  the 
same  in  all  cases.  This  is  generally  attributed 
to  the  negative  pressure  in  the  chest  pulling 
the  fluid  up  through  the  diaphragmatic  lymph- 
atics which  are  richer  on  the  right.  (16)  Work 
done  by  Cowan  et  al,(29)  Ross  and  Farber’s(30) 
report  and  our  patient  would  suggest  that  there 
may,  on  occasions,  be  some  other  mechanism 
of  fluid  transport. 

The  signs  and  symptoms  of  both  these  syn- 
dromes are  the  same  and  usually  typical.  Ab- 
dominal swelling  and  pain,  dyspnea  (nearly  al- 
ways present),  chest  pain,  loss  of  weight,  edema 


of  the  legs,  signs  of  fluid  in  the  chest  and  a 
pelvic  mass  on  physical  examination,  should  at 
once  suggest  the  possibility  of  this  syndrome. 
X-ray  will  confirm  the  presence  of  chest  fluid. 
Laboratory  studies  are  usually  of  little  help  ex- 
cept for  those  on  the  cavity  fluids  which  have 
been  discussed  before. 

Treatment  of  these  two  syndromes  is  the 
same.  It  is  simple  and  the  results  uniformly  grati- 
fying. Simple  surgical  removal  of  the  tumor  will 
almost  always  effect  a cure;  therein  lies  the 
great  importance  of  recognizing  this  entity.  It 
should  be  emphasized,  as  witnessed  by  the 
patient  discussed  in  this  report,  that  operation 
should  be  attempted  even  if  the  patient  is  only 
a fair  surgical  risk  as  this  simple  operation  may 
add  many  years  to  the  patient’s  life  with  greatly 
increased  comfort. 

SUMMARY 

This  is  a report  of  a patient  in  advanced  years 
with  the  clinical  triad  of  abdominal  tumor, 
ascites  and  hydrothorax.  The  diagnosis  was 
pseudomucinous  adenocarcinoma.  The  patient 
was  operated  and  has  made  a good  recovery. 
The  clinical  symptoms  and  pre-operative  find- 
ings were  characteristic  of  Meigs’  syndrome.  The 
pathologic  report  would,  according  to  Meigs’ 
classification,  require  a change  of  diagnosis  to 
pseudo-Meigs’  syndrome.  ( 16 ) We  do  not  be- 
lieve this  is  justified  and  consider  that  the 
clinical  course  of  this  patient  warrants  a final 
diagnosis  of  Meigs’  syndrome. 

Treatment  of  the  patient  should  be  based  on 
the  findings  of  a triad  of  abdominal  tumor, 
ascites  and  hydrothorax  and  is  surgical  removal 
of  the  tumor.  Repeated  aspiration  of  fluid  is 
not  justified  except  for  temporary  relief  of 
dyspnea  and  chest  pain  while  the  patient’s  con- 
dition is  improved  to  reduce  the  surgical  risk  of 
removing  the  tumor. 

This  patient’s  clinical  course  definitely  indi- 
cates that  the  pleural  fluid  may  migrate  from 
the  chest  to  the  abdomen  and  vice-versa. 

Importance  Emphasized 

It  is  stressed  that  laboratory  examination  of 
the  abdominal  fluid  and  pleural  effusion  should 
be  done  for  clinical  study  but  that  the  findings 
should  not  be  regarded  as  a basis  for  deciding 
whether  or  not  to  operate  for  the  removal  of 
the  tumor.  The  importance  of  the  recognition 
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and  treatment  of  this  clinical  entity  is  empha- 
sized. 
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prehensive  review  of  the  literature  concerning 
Meigs  syndrome,  but  would  like  to  speculate 
on  the  ascites  and  pleural  effusion  as  a phe- 
nomenon of  ovarian  tumors  in  general,  and  fi- 
brous tumors  of  the  ovary  in  particular. 

Certainly  the  most  common  condition  in  which 
ascites  is  found  is  hepatic  cirrhosis.  The  weight 
of  evidence  now  suggests  that  cirrhotic  ascites 
is  produced  by  the  increased  fibrosis  of  the 
liver  substance,  which,  in  turn,  causes  progres- 
sive obstruction  of  the  hepatic  veins. 

This  leads  to  increased  capillary  filtration  and 
lymph  formation  in  the  liver.  The  lymph  forma- 
tion exceeds  the  capacity  of  the  hepatic  chan- 
nels, so  that  the  entire  liver  weeps  fluid  into 
the  peritoneal  cavity.  The  rate  of  transudation 
of  the  liver  lymph  exceeds  the  capacity  of  the 
peritoneum  to  absorb  the  fluid  by  an  amount 
that  causes  a net  gain  of  fluid  in  the  peritoneal 
cavity  of  a few  liters  each  month.  Pleural  fluid 
appears  in  eight  per  cent  of  cirrhotic  ascites. 

Fluid  Evacuation 

Experimental  studies,  using  radio-active  tracer 
elements,  have  shown  that  the  chief  route  of 
evacuation  of  protein  or  colloid  containing  fluids 
from  the  peritoneal  cavity  is  through  the  dia- 
phragm, aided  by  the  movements  of  respiration. 
This  occurs  chiefly  through  the  retrosternal 
lymphatics.  Pleural  effusion  appears  when  this 
mechanism  is  overloaded.  Since  the  lymphatics 
of  the  right  diaphragm  normally  carry  a larger 
share  of  the  load,  right  pleural  effusion  is  more 
common  than  left.  This  fluid  is  not  static  but 
moves  freely  from  one  cavity  to  another  via  this 
route. 

The  blood  supply  and  lymphatic  drainage  of 
the  ovary  is  unique  and  has  striking  peculiarities 
that  may  be  significant  in  the  pathogenesis  of 
ascites.  The  vascular  pedicle  of  the  ovary  con- 
tained in  the  infundibulopelvic  ligament  is  not 
only  narrow,  but  the  end  arteries,  which  are 
the  small  intrinsic  spinal  arteries,  are  associated 
with  an  increased  capillary  pressure  and  appear 
to  be  significant  in  the  special  mechanism  as- 
sociated with  ovulation. 

The  tendency  of  the  ovary  to  form  cysts  under 
any  and  all  circumstances  might  conceivably 
be  related  to  the  fact  of  an  anatomical  deficiency 
in  the  lymphatic  drainage  of  the  ovary.  In  ad- 
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dition,  the  ovary  has  no  real  capsule,  like  the 
testis.  One  is  impressed  in  comparing  the  two 
analogous  structures  that  the  testicular  tumors, 
whether  intra-abdominal  or  not,  usually  metasta- 
size via  lymphatic  channels,  whereas  ovarian 
tumors  find  it  easier  to  exfoliate  directly  into  the 
peritoneal  cavity  and  implant  or  spread  by  the 
hematogenous  route. 

It  is  interesting  to  postulate  that  the  ovarian 
pedicle,  its  arteries,  veins  and  lymphatics,  has  a 
certain  load  limit.  This  would  correlate  with  the 
recent  observations  of  Upfelder  who,  in  a recent 
classification  of  ovarian  tumors,  reviewed  some 
42  ovarian  fibromas.  Twenty-three  of  these 
fibromas  were  under  five  centimeters  in  diameter 
and  were  not  associated  with  ascitic  fluid.  Nine- 
teen, however,  were  over  five  centimeters  and 
of  these  eight  had  a significant  amount  of  peri- 
toneal fluid.  Of  these  eight,  only  three  had 
hydro  thorax. 

This  would  help  to  substantiate  the  theory  of 
a functional  load  on  the  ovarian  pedicle.  It 
would  also  explain  the  infrequency  of  ascites 
with  uterine  leiomyomata,  which  have  at  their 
disposal  the  broad  uterine  pedicles  with  large 
lymphatic  channels  which  are  easily  seen  in 
cases  of  large  uterine  tumors. 

This  explanation  gains  force  when  one  sees 
a pseudo-Meig’s  syndrome  secondary  to  pedun- 
culated subserous  uterine  fibroid  that  has  a 
narrow  pedicle  or  is  completely  dependent  on  a 
parasitic  blood  supply.  The  functional  load 
placed  on  the  pedicle  is  proportional  to  the  mass 
of  living  cells  depending  upon  it,  so  that  a cyst, 
however  large,  would  be  a relatively  small  load 
functionally,  represented  only  by  the  mass  of 
cells  in  the  cyst  wall. 

Solid  Tumors 

Therefore,  other  things  being  equal,  the  tumor 
with  the  high  metabolic  rate,  a solid  tumor  in 
other  words,  would  require  a large  blood  supply 
and  therefore  place  a greater  demand  on  its 
vascular  lymphatic  pedicle  and  would,  by  the 
above  hypothesis,  be  expected  to  be  associated 
with  a higher  instance  of  ascites. 

In  the  cases  of  ovarian  fibroma,  it  is  well 
known  that  those  associated  with  ascites  are 
edematous  and  that  the  tumor  lacks  any  capsule, 
unlike  most  other  solid  ovarian  tumors,  including 
secondary  carcinoma.  The  size  of  the  tumor, 


therefore,  correlates  with  the  instance  of  ascites 
mentioned  in  the  above  series. 

It  shows  that  the  fibromas  do  have  a special 
ability  to  form  ascitic  fluid  in  comparison  with 
other  tumors,  malignant  ones  excepted.  The 
amount  of  fluid  formed  by  the  fibroma  can  be 
correlated  with  the  amount  of  edema  in  the 
tumor  itself,  which  would  explain  the  increase 
in  transudation. 

There  is  no  correlation,  however,  between  the 
amount  of  intraperitoneal  ascitic  fluid  and  the 
instance  of  pleural  effusion.  This  appears  to  be 
purely  an  individual  situation,  depending  on  the 
capacity  of  the  diaphragmatic  lymphatics.  Why 
the  pleural  fluid  suddenly  disappeared  in  Doctor 
Schnur’s  case  is  difficult  to  postulate,  except  that 
following  the  abdominal  paracentesis  this  could 
have  relieved  pressure  in  the  diaphragmatic 
lymphatics  with  secondary  absorption  of  the 
pleural  fluid.  This,  of  course,  would  recur  as 
the  abdominal  fluid  re-accumulated  as  men- 
tioned above. 

Important  Points 

I think  there  are  several  important  points 
brought  out  by  this  presentation.  The  first  one 
is  that  one  should  not  be  deterred  from  surgical 
exploration,  either  by  ascites  or  pleural  effusion, 
other  things  being  equal. 

Second,  the  entire  peritoneal  cavity  should 
always  be  explored  in  cases  of  ovarian  tumor,  not 
only  for  the  possibility  of  metastasis,  but  also  for 
detecting  a primary  tumor  of  the  stomach  or 
colon.  These  primary  tumors  are  small  and  can 
only  be  found  if  one  makes  a definite  effort  to 
palpate  these  organs. 

Third,  I think  it  is  imperative  that  all  ovarian 
masses  should  be  submitted  for  frozen  section. 
Although  after  gross  inspection  of  these  tumors 
one  can  be  relatively  sure  of  the  differentiation 
between  a malignant  and  a benign  lesion,  in  the 
individual  case  this  doesn’t  hold. 

Certainly  it  is  to  the  patient’s  benefit  to  make 
a positive  identification  of  the  tumor  before 
closing  the  abdomen.  In  a younger  patient,  es- 
pecially in  the  case  of  a benign  tumor,  I think 
it  is  important  that  the  opposite  ovary  should 
be  bisected  to  determine  whether  or  not  there  is 
a seedling  of  a similar  tumor  in  the  remaining 
ovary,  since  a goodly  proportion  of  these  benign 
tumors  are  bilateral. 
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Sustained  tranquilization 
without  autonomic  side  reactions 

• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with  just  one 
capsule  — without  causing  autonomic  side  reactions  and  without  impairing  mental 
acuity,  motor  control  or  normal  behavior. 

• ECONOMICAL  for  the  patient  — daily  cost  is  only  a dime  or  so  more  than  for 
barbiturates. 


Meprospan-400 

400  mg.  meprobamate  (Miltown®)  sustained-release  capsules 
Usual  dosage:  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  all  night 
Available:  Meprospan-tfOO,  each  blue-topped  capsule  contains  400  mg.  Miltown  (meprobamate). 

Meprospan-200,  each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

WALLACE  LABORATORIES  / Cranbury,  N.J. 
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from  boutonneuse  fever  in  Afric 


Whether  treating  boutonneuse  fever,  bronchopneumonia,  or  a host  of  other 
infections,  physicians  throughout  the  world  continue  to  rely  on  the  effective- 
ness, relative  safety,  and  exceptional  toleration  of  Terramycin  in  broad-spec- 
trum antibiotic  therapy.  This  continuing  confidence  is  based  upon  thousands 
of  published  clinical  reports  and  successful  experience  in  millions  of  patients. 
The  next  infection  you  see  will  more  than  likely  be“Terra-responsive.,‘ 
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IN  BRIEF \jhe  dependability  of  Terramycin 
in  daily  practice  is  based  upon  its  broad  range  of 
antimicrobial  effectiveness,  excellent  toleration, 
and  low  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organ- 
isms may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  to  Terramycin 
ire  rare.  For  complete  information  on  Terra- 
| mycin  dosage,  administration,  and  precautions. 
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Boutonneuse  fever  is  a tick-borne,  acute,  febrile 
disease  often  affecting  children.  The  bite  site 
becomes  a small,  necrotic  ulcer.  A striking  mac- 
ular or  maculopapular  eruption  develops  on  the 
trunk,  palms  and  soles.  Onset  is  sudden,  with 
o^^s,-.high  fever,  violent  headache  and  lassitude. 
The  high  temperature  — up  to  103  F,—  charac- 

teristic of  both  boutonneuse  fever  and  broncho- 
pneumonia, drops  rapidly  following  initiation 
of  Terramycin  therapy. 
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Annual  Meeting 


December  5-7,  1962 


The  Medical  Society  of  the  United  States  and 
Mexico  is  preparing  for  its  next  meeting  which 
will  be  held  in  Tucson,  Arizona  on  December  5, 
6 and  7 with  headquarters  at  the  Tidelands 
Hotel. 

Based  on  the  success  of  the  new  format  of 
the  program  as  it  developed  at  the  last  meet- 
ing in  Hermosillo,  the  forthcoming  scientific 
program  will  feature  round-table  discussions, 
panels  and  a clinical  pathological  conference  in 
addition  to  the  various  other  individual  papers 
which  may  be  given. 

Obstetrics,  gynecology,  pediatrics  and  pul- 
monary physiology  will  be  covered  in  a special 
way  for  the  first  time  in  the  history  of  this  group 
in  the  next  meeting. 

The  social  timetable  has  already  been  for- 
mulated to  a great  extent.  After  the  inaugural 
session  on  Wednesday  morning,  December  5,  the 
ladies  will  attend  a luncheon  at  The  Carousel 
in  Tucson.  On  that  evening,  there  will  be  a joint 
break-the-ice  party  consisting  of  cocktails  and 
buffet  supper  at  the  Saddle  and  Sirloin  Restaur- 
ant in  Tucson. 

The  following  day,  a luncheon  at  the  Old 
Pueblo  Club  will  be  attended  by  the  members 
as  well  as  the  ladies.  The  traditional  dinner- 
dance  will  be  held  on  Friday  night  at  the  Tide- 
lands  Hotel. 

A preliminary  announcement  and  a question- 
naire will  be  mailed  which  will  contain  a more 


detailed  scientific  program.  The  recipients  are 
urged  to  answer  at  the  earliest  opportunity  in 
order  that  a good  estimate  may  be  made  of  the 
expected  attendance  so  that  in  turn  preparations 
can  be  made  more  efficiently. 

The  Medical  Society  of  the  United  States  and 
Mexico  is  proud  of  the  fact  that  three  physicians 
from  Guadalajara  will  begin  appointments  as 
externs  at  one  of  our  Tucson  hospitals  as  part 
of  a pilot  project  sponsored  and  conceived  by 
our  society. 

The  arrangement  of  this  project  provides  for 
the  hiring  as  externs  of  Mexican  physicians  who 
have  not  as  yet  passed  their  E.C.F.M.G.  exam- 
ination. The  hospitals  contract  with  these  indi- 
viduals to  provide  an  adequate  program  of  train- 
ing in  English  and  medicine  to  enable  them  to 
pass  the  examination.  If  the  test  is  completed 
successfully,  then  these  individuals  will  then 
serve  the  hospitals  as  interns  or  residents  for 
a period  of  one  year,  in  return. 

The  three  candidates  who  are  about  to  oc- 
cupy these  positions  have  been  chosen  through 
the  society  and  its  officers  in  Mexico  from  the 
ranks  of  the  recent  graduates  of  the  University 
of  Guadalajara  Medical  School. 

We  look  forward  to  the  reality  that  this  plan 
will  be  eminently  successful  and  can  be  ex- 
panded greatly,  still  through  the  auspices  of  our 
Medical  Society  of  Mexico  and  the  United  States. 

Juan  E.  Fonseca,  M.D. 

President 
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SOCIEDAD  MEDICA  DE  LOS  ESTADOS 
UNIDOS  Y MEXICO 
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Proximo  Reunion 

Diciembre  5-7,  1962 


La  Sociedad  Medica  de  los  Estados  Unidos  y 
Mexico  esta  preparandose  para  su  siguiente 
reunion,  la  cual  se  llevara  a cabo  en  Tucson, 
Arizona  los  dias  5,  6 y 7 del  proximo  Diciembre 
en  el  Hotel  Tidelands. 

Teniendo  en  cuenta  el  exito  de  la  nueva  forma 
de  programa  que  se  desarrollo  en  Hermosillo 
durante  la  ultima  reunion,  el  proximo  programa 
cientifico  ineluira  diseusiones  de  tipo  mesa 
redonda,  grupos  que  serviran  como  jurados,  y 
una  conferencia  clinicopatologica,  ademas  de 
otros  varios  trabajos  individuales  que  puedan 
ser  presentados. 

Por  primera  vez  en  la  historia  de  este  grupo 
se  hara  un  esfuerzo  especial  en  lo  que  concierne 
a la  obstetricia,  a la  ginecologia,  a la  pediatria 
y a la  fisiologia  pulmonar. 

Se  ha  formulado  ya  gran  parte  del  programa 
social.  Despues  de  la  sesion  inaugural  en  la 
manana  del  miercoles  5 de  diciembre,  las  damas 
asistiran  a un  almuerzo  en  “The  Carousel”  de 
Tucson.  Esa  misma  tarde  habra  tertulia  en  la 
cual  todos  podran  familiarizarse.  Se  serviran 
cocteles  y luego  una  cena  estilo  bufete  en  el 
“Saddle  and  Sirloin  Restaurant”  de  Tucson. 

A1  siguiente  dia  seran  agasajados  tan  to  los 
miembros  como  las  damas  en  un  almuerzo  en  el 
“Old  Pueblo  Club.”  La  tradicional  cena  y baile 
tendra  verificativo  el  viernes  por  la  noche  en  el 
Hotel  Tidelands. 

Por  correo  se  enviara  un  anuncio  preliminar 
junto  con  un  cuestionario  que  traera  mas  detalles 
cientificos.  Nos  permitimos  instar  a las  personas 
que  los  reciban  a que  contesten  cuanto  antes 


para  poder  calcular  el  numbero  de  asistentes  y 
asi  permitir  que  los  preparativos  se  hagan  con 
la  debida  anticipation. 

La  Sociedad  Medica  de  los  Estados  Unidos 
y Mexico  se  siente  orgullosa  del  hecho  de  que 
tres  medicos  de  Guadalajara  comenzaran  sus 
asignaturas  como  externos  en  uno  de  los  hospi- 
tales  de  Tucson,  siendo  este  el  motivo  de  un 
proyecto  patrocinado  y concebido  por  nuestra 
sociedad. 

El  feliz  arreglo  de  este  programa  hace  posible 
que  se  ocupe  como  externos  a medicos  mexi- 
canos  que  basta  la  fecha  no  hayan  presentado 
el  examen  para  post-graduados  extranjeros 
(E.C.F.M.G. ).  Los  hospitales  se  comprometen 
a formular  un  programa  adecuado  de  entren- 
amiento  en  ingles  y en  medicina  para  que  se 
saiga  bien  de  dicho  examen.  Los  que  salgan 
aprobados  deben  a su  vez  actuar  en  los  hos- 
piltales  como  internos  o residentes  por  el  perio- 
do  de  un  ano. 

Los  tres  candidatos  que  actualmente  se  dis- 
ponen  a ocupar  estos  puestos  han  sido  escogidos 
de  entre  los  graduados  recientes  de  la  Escuela 
de  Medicina  de  la  Universidad  de  Guadalajara 
por  medio  de  la  Sociedad  y sus  oficiales  en 
Mexico. 

Nosotros  esperamos  de  hecho  que  este  plan 
sea  en  todos  los  conceptos  satisfaetorio  y que 
pueda  ser  grandemente  ampliado  por  medio 
de  los  auspicios  de  nuestra  Sociedad  Medica  de 
Mexico  y Los  Estados  Unidos. 

Juan  E.  Fonseca,  M.D. 

Presidente 


September,  1962 


35A 


For  your  elderly  patients. . . 


Yet  Paba!ate-SF  is  marked  by  distinctive  safet 
factors:  its  potassium  salts  cannot  contribute  to 
sodium  retention  . . . its  enteric  coating  assures 
gastric  tolerance  . . . and  its  clinical  record  re- 
flects none  of  the  serious  reactions  frequently 
precipitated  by  therapy  with  corticosteroids  or 
pyrazolone  derivatives.  It  has  no  contraindica- 
tions except  personal  idiosyncrasy. 


When  arthritis  afflicts  the  elderly,  it  often  poses 
a critical  problem  in  the  choice  of  an  effective 
antiarthritic  that  will  not  aggravate  other  com- 
mon geriatric  conditions  . . . such  as  osteoporo- 
sis, hypertension,  edema,  hyperglycemia,  peptic 
ulcer,  renal,  cardiac  or  hepatic  damage,  latent 
chronic  infection,  or  emotional  instability. 


Pabalate-SF,  the  geriatric  antiarthritic, 
is  specially  indicated  for  such  patients. 


1.  Ford,  R.  A,,  and  Blanchard,  K:  Journal-Lancet  78:185.  1958. 


As  Ford  and  Blanchard  have  reported,1  Pabalate- 
SF  has  “a  pronounced  antirheumatic  effect  in 
the  majority  of  patients  with  degenerative  joint 
diseases.”  It  produces  ‘‘a  more  uniformly  sus- 
tained [salicylate  blood]  level  for  prolonged  anal- 
gesia and,  therefore,  is  superior  to  aspirin  in  the 
treatment  of  chronic  rheumatic  disorders.” 


Formula:  In  each  persian-rose  enteric-coated  tablet: 
potassium  salicylate  0.3  Gm.,  potassium  para-amino- 
benzoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

Also  available: 

PABALATE,  when  sodium  salts  are  permissible. 
PABALATE-HC,  for  conservative  steroid  therapy. 

A.  H.  ROBINS  CO.,  INC.  • Richmond,  Virginia 


new , convenient  way  to  prescribe  PABALATE-SODIUM  FREE 


arthritis  — and 


arthritis  — and  cardiac 


arthritis  — and 
osteoporosis 


RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

'EMPRAZIL-C1 

TABLETS 

ANTITUSSIVE-  DECONGESTANT-  ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsal icyl ic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  9 

‘EMPRAZIL’ 

TABLETS 


*Waming— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  TUCKAHOE,  IU.Y. 
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in  fractures:  vitamins  are  therapy 


Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
"reminder"  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  BI2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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OUR  PUBLIC  IMAGE 

The  public  relations  firm  of  John  E.  Turner 
& Associates  worked  with  The  Arizona  Medical 
Association  for  four  months  (March-June,  1962) 
in  our  program  of  opposition  to  the  passage  of 
the  King- Anderson  Bill.  A member  of  this  firm, 
William  Van  Camp,  worked  full  time  in  our 
behalf. 

The  final  report  from  Washington  is  now  in 
and  we  believe  that  our  coordinated  efforts  were 
very  effective. 

During  these  four  months,  the  members  of  this 
public  relations  group  were  in  intimate  associa- 
tion with  the  doctors  of  our  association  and 
our  problems.  They  took  our  problems  directly 
to  the  public  where  they  studied  the  people’s 
reactions  and  learned  of  our  public  image.  Their 
conclusions  and  recommendations  as  follows 
are  worthy  of  your  study. 

Leslie  B.  Smith,  M.D. 

The  Problem: 

A Continuing  One 

The  outcome  of  this  program  (opposition  to 
King  Anderson  Bill)  has  been  effected  by  a 
whole  coalition  of  problems.  These  include  the 
problems  of  doctors’  fees,  hospital  charges  and 


procedures,  the  changing  pattern  of  medical 
practice,  myths  about  doctors’  and  hospitals’  lack 
of  interest  in  indigent  patients,  etc. 

In  short,  we  are  dealing  from  a constantly 
deteriorating  public  image  of  American  medi- 
cine. 

It  may  be  argued  that  these  problems  do  not 
exist;  that  such  allegations  are  unjust  accusations. 
Whether  or  not  these  public  attitudes  are  based 
on  true  facts  is  irrelevant.  The  fact  is  that  a 
large  and  vocal  part  of  the  public  believes  they 
are  true.  That  is  the  problem. 

It  can  be  argued  that  even  if  these  problems 
did  not  exist  in  the  degree  that  some  people 
indicate,  that  they  are  irrelevant  to  the  issue 
at  hand.  Once  again  it  is  true.  But  it  is  also  true 
that  the  people  make  political  decisions  and 
form  altitudes  upon  irrational  basis.  These  atti- 
tudes directly  affect  our  legishitive  activity.  They 
must  be  dealt  with  and  in  the  near  future  un- 
less medicine  is  willing  to  suffer  a real  setback 
the  next  time  this  bill  or  one  like  it  is  intro- 
duced in  congress. 

The  most  educated  observers  tell  us  that  this 
bill,  or  a more  extensive  one,  will  be  introduced 
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“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  correct 
it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarilv  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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into  the  next  congress.  The  time  to  begin  to 
prepare  for  that  battle  is  now! 

Recommendations 

1.  The  introduction  of  a generous  and  work- 
able version  of  the  Kerr-Mills  bill  into  the  state 
legislature.  It  has  been  to  our  disadvantage  in 
Arizona  not  to  have  appeared  interested  in  the 
passage  of  this  alternative  to  the  King-Anderson 
Bill. 

2.  The  design  and  continuation  of  an  effective 
public  relations  program  to  deal  with  negative 
public  attitudes  concerning  the  medical  profes- 
sion and  medical  practices  to  include: 

a.  The  continuation  of  the  Medical  Speakers’ 
Bureau. 

(1)  The  association  needs  to  spend  time 
and  effort  improving  the  communica- 
tions skills  of  most  of  its  speakers. 

(2)  New  materials  to  meet  the  needs  of 
speakers  should  be  available. 

b.  The  preparation  of  new  printed  literature 
or  pamphlets  to  cover  areas  of  public  con- 
cern to  be  directed  to  local  and  statewide 
areas. 

c.  If  at  all  possible  the  production  of  radio 
and/or  television  series  should  be  under- 
taken to  deal  with  these  problems. 

The  objectives  of  such  a program  would  be 
to  inform  and  educate  the  general  public  about 
matters  of  concern  both  to  the  medical  profes- 
sion and  to  consumers  of  medical  services,  i.e., 
to  establish  a newer  and  more  realistic  image 
of  local  medical  doctors  and  to  help  establish 
an  identity  and  reputation  for  Arizona  medi- 
cine apart  from  that  of  the  American  Medical 
Association. 

Finally,  the  purpose  of  such  a program  would 
be  to  build  such  support  for  Arizona  medicine 
that  in  the  future,  national  legislation,  harmful 
to  the  medical  profession,  can  be  fought  from 
a positive  local  base  of  public  understanding. 

John  S.  Turner  & Associates 

GESTURES 

Gestures  come  before  language  and  go  far 

beyond  it. 

The  infant  (in-unable;  fari-to  speak)  mimics 
the  adults  and  has  no  other  way  to  get  in  touch 
with  them.  He  beckons  or  points.  His  tiny  move- 
ments control  and  manipulate  the  fates  and  fig- 
ures around  him;  and  he  experiences  primary 
omnipotence.  Many  times  under  stress  he  will 


later  revert  to  the  use  of  primitive  and  magical 
gestures. 

On  the  farther  side  of  communication,  beyond 
the  wave  lengths  of  language,  are  moods  and 
aspirations  which  can  be  expressed  only  in  music 
and  art,  drama  and  the  dance. 

There  is  no  dictionary  or  catalogue  of  gestures 
and  facial  expressions,  of  intonations  and  in- 
flections, of  evocative  or  indicative  movements. 
One  can  learn  about  them  by  studying  the  great 
dancer  or  actor  and  by  really  looking  at  paint- 
ings and  statues. 

Gestures  are  in  the  service  of  communication 
at  both  conscious  and  unconscious  levels.  In 
the  latter  they  often  belie  what  the  person  is 
thinking  to  himself  or  saying  to  others.  And 
they  betray  opposite  and  conflicting  emotions. 
In  the  interpretation  or  involuntary  gestures  the 
key  is  recognition  of  the  conflict  of  interests. 

An  easy  illustration  has  become  the  nightclub 
cliche:  the  limp-wristed  gesticulation  by  which 
the  homosexual  simultaneously  conveys  an  in- 
vitation and  his  ineffectual  resistance.  It  is  as  if 
he  were  saying  rather  pitifully,  “I  wish  I could 
wish  that  I could  help  being  this  way  but  I 
can’t.”  Or  observe  the  walk  of  the  homosexual, 
the  upper  half  of  the  body  rigidly  disavowing 
the  swinging  hips. 

Another  flagrant  example  is  the  rotary  twitch 
of  the  fanny  with  an  accompanying  shrug  of  the 
shoulders.  This  is  a vulgar  display  of  coquetry, 
of  course.  It  is  borrowed  from  our  primate  cou- 
sins — and  here  we  detect  the  conflict.  The 
young  ape  of  either  gender  will  “present”  itself 
with  shame-faced  sexuality  when  it  is  afraid  of 
the  approaching  stranger. 

Flaunted  sexuality  of  any  kind  is  partially 
rooted  in  fear.  The  so-called  exotic  dancer  or 
stripper  bravely  exposes  her  nakedness  and  her 
auto-erotic  movements  — but  safely  and  imper- 
sonally behind  the  footlights.  Why  the  bravado 
if  there  were  nothing  to  fear?  Is  she  undoing 
an  earlier  and  private  shame?  And  are  we,  too, 
in  watching  her? 

Fear  obviously  underlies  the  overtalkative  and 
effusive  cordiality  of  both  host  and  guest  when 
welcome  is  uncertain.  The  low  cut  gown  of  the 
hostess  issues  a subtle  invitation  to  partake  of 
the  hospitality  of  the  household.  The  bringing 
of  presents  and  the  giving  of  door  prizes  are 
sometimes  unacknowledged  bribes. 

' Comparable  is  the  ingratiating  and  noninfec- 
tious  smile  with  which  an  individual  approaches 
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an  intimidating  situation.  The  smile  denies  his 
fear  and  resentment.  And  it  tries  with  weak 
magic  to  induce  the  antagonists  to  smile  in  re- 
turn. 

Voluntary  gestures  may  lie.  But  they  negate 
themselves  by  exaggeration.  The  supercilious 
posturings  of  the  beatnik  protest  too  emphatic- 
ally that  he  will  not  compete  and  does  not  care. 
The  anthropoid,  loose  swinging  arms  of  the 
pseudo-brute  tell  us  that  he  doubts  control  of 
what  he  might  do. 

The  palms  up,  open  handedness  of  barter  and 
bargaining  fools  no  one.  The  pentitent,  mea 
culpa,  beats  his  breast  not  very  injuriously  to 
avert  our  beating  him.  The  shamed  will  put  up 
his  hand  to  hide  his  face.  He  will  escape  our 
critical  scrutiny  by  closing  his  eyes:  we  cannot 
see  him  if  he  cannot  see  us. 

How  primitive  we  are!  The  man  in  a burles- 
que theater  or  a house  of  ill  repute  does  not 
look  closely  at  others  in  the  reverse  magical 
hope  that  they  will  not  be  able  to  recognize 
him! 

Involuntary  gestures  are  more  instinctive  than 
language  and  less  likely  to  deceive.  The  spon- 
taneity and  firmness  of  a handclasp  tell  more 
about  the  individual  or  the  relationship  than 
the  exchange  of  words.  Unfulfilled  longing  for 
nearness  impels  a patient  to  hitch  the  chair  up 
closer  and  to  handle  the  objects  on  our  desk.  A 
sensual  licking  of  the  lips  will  signify  amatory 
interest. 

The  auto-erotic  and  obese  woman  will  in- 
dulge a rhythmic,  scissoring  friction  of  the  thighs 
when  sex  is  mentioned.  The  sorely  inhibited 
woman  will  fumble  with  the  buttons  of  her 
blouse  when  we  discuss  generosity  and  woman- 
liness. 

An  impatient  urge  to  leave  initiates  the  tap- 
ping of  a foot,  the  symbolic  fragment  of  walk- 
ing away.  Observe  the  neopolitan  cupping  of 
the  fingers  when  one  will  throw  a kiss  or  toss 
a bouquet.  But  note  that  it  is  a left-handed  com- 
pliment. 

The  body  language  of  hysteria  is  exceedingly 
rich  in  communication  of  wishes  which  have 
been  unconsciously  renounced.  Paralysis  is  more 
informative  and  demanding  than  the  smiling 
effort  to  overcome  it.  And  numbness  tells  the 
truth  of  ambivalence  and  the  forbidden  wish 
to  touch  or  feel. 

The  individual  who  must  not  be  reminded  of 
his  instincts  will  keep  his  hands  away  from  his 


body  in  fluttering  awkwardness.  The  injured 
person  pats  himself  to  be  reassured  that  he  is 
still  intact.  The  narcissist  pats  her  hair  and  cloth- 
ing with  a more  superficial  hypochondriasis  of 
appearance. 

The  burdened  individual  hunches  his  should- 
ers. The  guilty  hang  their  heads,  awaiting  the 
sword.  The  emotionally  starved  will  purse  his 
mouth,  as  if  ready  to  nurse.  There  is  more  saliva 
in  happy  anticipation  than  in  sad. 

The  surfeited  will  draw  back  his  lips  and 
clench  his  teeth  and  swing  his  head  back  and 
forth  in  rejection.  The  angry  will  bite  their  nails. 
The  self  critical  will  pick  at  their  fingers.  The 
person  who  cannot  find  himself  will  dig  for 
himself  through  his  skin.  The  one  who  is  going 
to  pieces  will  hold  his  head  or  chest  in  a des- 
perately firm  embrace. 

In  displacing  mental  anguish  to  a more  man- 
ageable physical  pain,  one  will  pinch  himself 
or  bite  the  back  of  the  hand.  Wry  neck  is  aptly 
named:  the  individual  wishes  he  could  turn  back. 
Hiccoughing  is  hardly  to  be  distinguished  from 
the  tired  and  terminal  sobbing  of  the  child. 

The  prim  tighten  the  sphincters  of  the  lips 
to  keep  from  taking  in  the  meaning  of  the  joke. 
The  not  so  prim  just  cover  their  mouths  with 
their  hands.  One  sniffs  with  suspicion  or  dis- 
gust. The  cocked  ear  of  intent  listening  is  more 
genuine  than  the  tilted  head  of  piety.  The  execu- 
tive approximates  the  tips  of  his  fingers  when 
he  wants  a number  of  things  to  jibe. 

The  peripatetic  clasps  his  hands  behind  him 
when  he  is  seeking  pure  concentration.  The  man 
who  wishes  he  had  the  courage  to  fight  will 
imitate  the  boxer’s  gesture,  wiping  his  nose  with 
his  thumb.  The  orator  spreads  his  arms  and  legs 
a bit  to  cast  a bigger  shadow. 

The  general  hurriedness  of  a person  informs 
us  that  his  sublimations  are  breaking  down.  It 
is  as  if  he  has  no  time  for  the  trivial  substitutes 
at  hand;  maybe  around  the  next  corner  will  come 
real  fulfillment. 

Gestures  infinitely  widen  the  spectrum  of  com- 
munication. They  are  the  finest  tool  of  the  actor. 
They  are  the  imponderables  in  weighing  contra- 
dictory testimony  or  in  judging  the  credibility 
of  a witness.  They  require  close  study  by  those 
who  are  interested  in  so-called  extra-sensory 
perception.  They  are  the  last,  desperate  signals 
of  the  mentally  or  physically  ill  who  are  drifting 
away  from  the  community  of  language. 

William  B.  McGrath,  M.D. 


September,  1962 


41A 


For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamalin 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period ”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  teg.  U.S.  Pat.  Off. 

'Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 


42A 


Arizona  Medicine 


“opened 

nose 

clear  to  the  ears” 


This  was  how  one  patient  described  the  nasal  de- 
congestant action  of  Dimetapp  Extentabs.  How 
would  your  patients  describe  it?  From  the  first 
tablet,  Dimetapp  Extentabs  provide  prompt  and 
prolonged  relief  from  the  stuffiness,  drip  and  con- 
gestion of  upper  respiratory  conditions,  with  excep- 
tional freedom  from  side  effects.  The  reason  is  in 
the  formula:  the  potent  antihistamine  with  side 
effects  as  few  as  placebo,2  Bimetane®  (brom- 
pheniramine maleate,  12  mg.)  and  two  outstand- 


ing decongestants,  phenylephrine  HG1  (15  mg.) 
and  phenylpropanolamine  HG1  ( 15  mg.) ...  all  in 
dependable,  long-acting  Extentab  form. 

new  dimetapp  elixir  (one-third  the  Dimetapp 
Extentabs’  formula  in  each  5 cc. ),  for  conven- 
tional t.i.d.  or  q.i.d.  dosage  in  a palatable,  grape- 
flavored  vehicle. 

References:  1.  Clinical  report  on  file,  Medical  Department, 
A.  H.  Robins  Co.,  Inc.  2.  Schiller,  I.  W.,  & Lowell,  F.  C.: 
New  England  J.  Med.  261 : 478,  1959. 


for  nasal  decongestion  Dimetapp  Extentabs 

in  sinusitis,  colds,  u.r.  i.,up  to  10-12  hours’  clear  breathing  on  one  tablet 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


The  illustration:  To  dramatize  the  pain  and  trauma  and  healing 
of  the  peptic  ulcer,  our  photographer  burned  a “lesion"  into 
crumpled  metal  with  a blowtorch  and  photographed  it,  then  repaired 
the  damage  and  rephotographed  the  result  — the  “healed"  ulcer. 


ulcer  under  repair 


"What  results  can  I expect  in  my  ulcer  pa- 
tients?” Shown  below  is  a tabulation  of  795 
ulcer  patients,  reported  by  69  investigating  phy- 
sicians, in  which  glycopyrrolate  was  the  anti- 
cholinergic employed.  They  represent  a cross 
section  of  ulcer  patients  of  all  ages,  both  ambu- 
latory and  hospitalized,  under  various  regi- 
mens, from  all  sections  of  the  country. 

Note  the  pattern  of  results.  Robinul  showed  an 
"excellent”  or  "good”  response  in  over  83% 
of  patients,  and  Robinul-PH  provided  similar 
results  in  81%. 

As  for  side  effects,  these  often  troublesome 
extensions  of  anticholinergic  action  such  as  dry 
mouth,  blurred  vision,  etc.,  were  evaluated  as 


"moderate-to-severe”  in  only  6.7%  of  a total 
of  1705  patients  in  preliminary  investigative 
studies,  795  of  whom  are  the  ulcer  cases  tabu- 
lated here. 

We  invite  you  to  try  Robinul  in  your  own  prac- 
tice. We  believe  you  will  find  it  one  of  the  most 
effective  agents  you  have  ever  used  for  the 
management  of  the  ulcer  patient. 

Robinul  (formerly  Robanul) 

Each  tablet  contains  glycopyrrolate,  1.0  mg. 

Robinul-PH  (formerly  RobanuI-PH) 

Each  tablet  contains  glycopyrrolate,  1.0  mg.; 
and  phenobarbital  (y4  gr.),  16.2  mg. 


Robinul* at  work 

Brand  of  glycopyrrolate,  Robins 


results  with  Robinul  and  Robinul-PH  in  795  ulcer  patients,  from  69  clinical  investigators* 


DIAGNOSIS 

ROBINUL 

ROBINUL-PH 

•No. 

•No. 

Patients 

Excellent 

Good 

Fair 

Poor 

Patients 

Excellent 

Good 

Fair 

Poor 

Marginal  Ulcer 

11 

3 

3 

3 

2 

1 

0 

1 

0 

0 

Pyloric  Channel  Ulcer 

6 

3 

1 

0 

2 

2 

1 

1 

0 

0 

Pyloric  Ulcer 

4 

2 

1 

1 

0 

1 

1 

0 

0 

0 

Gastric  Ulcer,  bleeding 

3 

1 

2 

0 

0 

Gastric  Ulcer 

48 

31 

11 

1 

5 

12 

5 

7 

0 

0 

Gastric  Ulcer,  penetrated 

1 

0 

1 

0 

0 

1 

1 

0 

0 

0 

Gastric  Ulcers,  multiple 

1 

1 

0 

0 

0 

Duodenal  Ulcer 

494 

220 

195 

48 

31 

99 

41 

38 

13 

7 

Duodenal  Ulcer,  bleeding 

38 

19 

15 

3 

1 

2 

1 

0 

1 

0 

Duodenal  Ulcer, obstruction 

13 

4 

3 

1 

5 

Duodenal  Ulcer, perforated 

5 

2 

1 

0 

2 

6 

0 

3 

1 

2 

Gastric  and  Duodenal  Ulcer 

4 

2 

2 

0 

0 

Peptic  Ulcer,  unspecified 

25 

19 

4 

0 

2 

18 

8 

7 

2 

1 

TOTALS 

653 

307 

239 

57 

50 

142 

58 

57 

17 

10 

83^6% 

8l7o% 

•Clinical  reports  on  file,  A.  H.  Robins  Company,  Inc. 

A.  H.  Robins  Co.,  Inc. 
Richmond  20,  Virginia 


blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2-8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide9;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phi  la. , 1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  & Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  et  al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickel!,  J.:  Ant.  Med.  & Clin.  Ther.  6:461,  1959. 

ai!  the  antihypertensive  benefits  of  thiazide- 
rauwoifia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 


46A 


Arizona  Medicine 


11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 


(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 

SALUTENSIN 


mm 

Hg. 

190 

180 

170 

160 

150 

140 

130 

120 

110 

100 

90 


thiazide 


thiazide 

protoveratrine  A 


(thiazide 
protoveratrine  A 
reserpine) 


JAN.  FEB.  MARCH 

12  19  27  3 10  17  24  2 9 17  23  30 


3V2  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  USING  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 

Mean  Blood  Pressures-Systolic  (S)  and  Diastolic  (D) 


Placebo  Followed  by  Salutensin 
(22  patients) 

Salutensin  Followed  by  Placebo 
(23  patients) 

Placebo  Salutensin 

Before  After  Before  After 

Salutensin  Placebo 

Before  After  Before  After 

In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co., Syracuse, N.Y. 
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Kent’s  development  of  the  “Micronite”  filter 
revolutionized  the  cigarette  industry.  Shortly 
after  introduction  of  Kent  with  its  famous 
filter,  the  swing  to  filter  cigarettes  got  started 
in  earnest.  And  no  wonder.  Kent  with  the 
“Micronite”  filter  refines  away  harsh  flavor, 
refines  away  hot  taste,  makes  the  taste  of  a 
cigarette  mild  and  kind. 


Yes,  Kent  is  kind-tasting  to  your  taste 
buds,  kind-tasting  to  your  throat.  Your  taste 
buds  become  clear  and  alive  with  Kent. 

• • • 

Your  taste  buds  will  tell  you  why 
you’ll  feel  better  about  smoking 
with  the  taste  of  Kent. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 

© 1961  P LORILLARD  CO. 
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makes  glaucoma  screening  easier 

'Since  approximately  3 to  4 per  cent  of  those  patients  in  the  forty-and-over  age  group  may  have 
glaucoma,  the  value  of  a routine  measurement  of  the  intraocular  pressure  is  self-evident.”1 

Screening  tonometry  for  early  detection  of  glaucoma  can  be  incorporated  conveniently  into  any  physical 
examination  procedure  when  the  eye  is  anesthetized  with  OPHTHAINE,  the  topical  anesthetic  with  the 
shortest  onset  time.  Instillation  of  1 or  2 drops  produces  adequate  anesthesia  in  approximately  20  seconds 
or  less.23  OPHTHAINE  anesthesia  is  completely  safe,  because  the  drug  does  not  damage  the  corneal 
epithelium  and  seems  to  be  less  irritating  than  other  agents.4'5’6  The  duration  of  anesthesia  (about  15 
minutes)  is  adequate  for  removal  of  foreign  bodies  and  similar  operative  procedures.  In  fact,  the  proper- 
ties of  OPHTHAINE  make  it  ideal  for  any  ophthalmologic  procedure  requiring  topical  anesthesia. 

SUPPLY:  Ophthaine  is  supplied  as  a sterile  0.5%  solution  in  plastic  drop-dispensing  bottles  containing  15  cubic  centi- 
meters. REFERENCES:  1 . Gordon,  D.M.:  New  YorkJ.  Med.  61 :3649  (Nov.  1)  1961 . 2.  McIntyre,  A.R.;  Lee,  L.W.;  Rasmussen,  J. 

A.;  Kuppinger,  J.C.,  and  Sievers,  R.F.:  Nebraska  State  M.J.  35:100  (Apr.)  1950.  3.  Boozan,  C.W.,  and  Cohen,  I.J.:  Am. 

J.  Ophthat.  36:1619  (Nov.)  1953.  4.  Jervey,  J.W.:  South  M.J.  48:770  (July)  1955.  5.  Leopold,  I.H.:  in  Modell,  W.:  Drugs  of 
Choice,  1960-1961,  St.  Lo-uis,  C.V.  Mosby  Co.,  1960,  page  699.  6.  Linn,  J.G.,  Jr.,  and  Vey,  E.K.:  Am.  J.  Ophthat. 

40:697  (Nov.)  1955 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 


SQUIBB  DIVISION 


*\v> 


y.V  . ^ 


DPHTHAINE 


thaine®  Is  a Squibb  trademark 


SQUIBB  PROPARACAINE  HYDROCHLORIDE 


Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS®  — 400  mg. 
unmarked , coated  tablets;  and  in  sustained-release  capsules 
as  MEPROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 


£**-6709 


St  WALLACE  LABORATORIES  / Cranbury.N . J. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 

without  causing  ataxia  or 
altering  sexual  function 


2 

3 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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Imagine  your  Convalescence  in  this  Picture 

Note  the  Executory  Intercom  to  the  Nurses  Station;  for  your  Radio  or  T.V. 
for  your  Instant  Attention;  Living  Room  Decor  with  pull  down  Reading 
Lamps  and  Modern  Lounge  Furniture;  Private  Phone;  Bright  but  Soft  Color 
combinations  with  cheerful  window  drapes. 


AROUND  THE  CLOCK  REGISTERED  NURSE  SERVICE 
ADMISSION  BY  REFERRAL  OF  YOUR  DOCTOR  OF  MEDICINE 

COST?  - A modest  $14.00  per  day  is  the  starting  rate. 

Phone  or  Write 

WHITE  ANGEL  INN 

277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 
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PERCODAN  BRINGS  SPEED... DURATION.. 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


(Salts  of  Dihydrohydrcxycodeinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  5-15  minutes  m relief  usually 
lasts  6 hours  or  longer  constipation 
rare  m sleep  uninterrupted  by  pain 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose  : 1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  'U.S.  Pais.  2,628,185  and  2,907,768 


Correspondence 


Medical  Examinations  for 
Disabled  Indigents 


To  the  Editor: 

I am  enclosing  an  article  which  I hope  that 
you  will  find  expedient  to  publish  in  the  next 
issue  of  Arizona  Medicine. 

It  is  for  the  information  of  our  members  who 
will  be  doing  the  bulk  of  medical  examinations 
for  return  to  the  Department  of  Public  Welfare, 
so  that  the  disabled  indigents  of  the  State  can 
be  accepted  under  the  provisions  of  the  1962 
enacted  Public  Welfare  Act,  H.B.  91,  which  went 
into  effect  July  1. 

As  explained  in  the  article,  it  is  not  a medical 
care  program,  but  a financial  grant  to  the  per- 
manently and  totally  disabled,  with  federal  par- 
ticipation on  a matching  basis. 

As  you  perhaps  know,  I have  been  acting  as 
medical  consultant  to  this  Department  of  Public 
Welfare  for  five  years  past.  This  new  law  has 
thrown  a heavy  burden  of  work  on  me  as  part 
of  the  review  team  — some  2,000  eases  now 
pending  — so  that  I am  putting  in  two  full  after- 
noons a week  attending  to  this  job. 

At  our  Board  of  Director’s  meeting  just  prior 
to  the  opening  of  the  state  medical  convention, 
the  Board  of  Directors  determined  that  it  would 
be  well  for  a panel  of  doctors  in  each  community 
to  be  appointed  to  do  the  physical  examinations 
on  applicants  for  financial  relief  under  this  pro- 
gram, and  turned  the  matter  over  to  the  Pro- 
fessional Board  for  action. 

To  date  this  board  has  done  nothing,  and 
the  program  was  activated  July  1.  Already, 
over  1,200  medicals  done  over  the  past  few 
years  have  been  received,  with  hundreds  of 
others  to  follow. 

Under  these  conditions  it  is  not  possible  to 
wait  for  the  Professional  Board  for  action.  So 
I have  instructed  the  Commissioner  of  Wel- 
fare to  prepare  a letter  to  be  sent  to  all  our 
physicians  who  might  want  to  do  this  type  of 
examination. 

This  letter  will  be  sent  at  the  expense  of  the 
welfare  department,  and  not  the  medical  associa- 
tion. That  seemed  the  sensible  thing  to  do,  in 
order  not  to  delay  medicals  and  acceptance  of 
likely  candidates  for  welfare  financial  assistance. 

The  chairman  of  the  Professional  Board  has 
called  a meeting  of  his  committee  Aug.  19  or 


20.  I have  received  an  invitation  to  address 
them  then  about  this  program.  I hope  that 
they,  yet,  can  be  of  some  assistance,  as  directed 
by  our  Board  of  Directors. 

Jesse  D.  Hamer,  M.D. 

HOUSE  BILL  91;  AN  ACT  RELATING  TO 
WELFARE 

25th  Legislature,  State  of  Arizona, 

2nd  Regular  Session 

Omnibus  Bill,  (H.B.  91)  Section  46-232,  re- 
lating to  financial  grants  to  indigent  persons, 
directed  the  Department  of  Public  Welfare  to 
establish  a program  of  Aid  to  the  Permanently 
and  Totally  Disabled,  effective  July  1,  1962. 
This  program  will  operate  in  conjunction  with 
the  federal  government,  with  matching  funds, 
as  provided  in  the  recently  enacted  and  amend- 
ed Public  Welfare  Law  passed  by  the  Congress. 

This  program  is  not  a medical  care  program, 
nor  does  it  apply  to  children  under  18  years  of 
age,  who  are  cared  for  financially  under  the  Aid 
to  Dependent  Children  portion  of  the  Welfare 
Act,  nor  to  the  over  65  year  group  of  welfare 
recipients,  who  are  now  on  the  welfare  roll 
under  the  old  age  assistance  program. 

Financial  assistance  only  is  involved,  up  to  a 
maximum  as  provided  by  congressional  and 
state  public  welfare  laws,  for  persons  between 
the  ages  of  18  and  65  years  of  age  who  are 
judged  permanently  and  totally  disabled. 

This  program  is  designed  to  meet  the  needs 
of  persons  who  have  a permanent  and  total  major 
physical  or  mental  impairment,  medically  veri- 
fiable and  of  such  severity  as  to  preclude  gain- 
ful employment  or  performance  of  ordinary 
household  activities  and  to  impose  limitations  of 
mobility,  communication,  judgment,  or  physical 
strength  that  are  not  amenable  to  substantial 
improvement. 

1.  Definitions 

a.  Permanently:  The  term  “permanently”  re- 
fers to  a continuing  physiological,  mental,  ana- 
tomical, or  emotional  impairment  with  prog- 
nosis for  no  improvement  verifiable  by  medical 
findings.  The  physician  carries  responsibility  for 
providing  the  agency  with  the  medical  infor- 
mation required  on  a physical  examination  fur- 
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nished  by  the  welfare  department.  The  deter- 
mination of  permanent  disability  rests  with  a 
medical  review  team,  consisting  of  a medical 
social  work  consultant,  representative  from  the 
Welfare  Department  designated  by  the  Welfare 
Commissioner,  and  a part  time  physician  con- 
sultant to  the  Department  of  Public  Welfare, 
who  is  a doctor  of  medicine. 

b.  Totally:  The  term  “totally,  ’ like,  “perman- 
ently,” is  not  an  absolute  term  implying  that 
the  individual  must  be  confined  to  bed,  chair, 
or  institution.  Totally  involves  additional  con- 
siderations such  as  age,  training,  skills,  and  work 
experience,  and  the  probable  functioning  of  the 
individual  in  his  particular  situation  in  the 
light  of  his  impairment,  subject,  however,  to 
provisions  of  Paragraph  C. 

c.  Criteria  for  determining  permanent  and 
total  disability. 

( 1 ) The  disability  must  arise  from  a medically 
verifiable  physical,  mental  or  emotional  impair- 
ment of  such  severity  as  to  substantially  preclude 
any  gainful  employment  or  to  preclude  ordin- 
ary household  activities. 

(2)  The  medical  findings  must  make  it  clear 
the  condition  is  reasonably  certain  to  continue 
indefinitely  without  substantial  improvement. 

(3)  Persons  with  a combination  of  impair- 
ments are  eligible  if  the  combination  constitutes 
a disability  of  equal  severity  to  that  of  a single 
major  disability. 

(4)  Need  for  supervision  of  persons  with  men- 
tal impairments  shall  be  differentiated  from 
need  for  confinement  in  a mental  institution. 

The  determination  of  “Permanent  and  Total 
Disability”  is  made  in  the  Department  of  Public 
Welfare  of  the  State  by  a medical  review  team. 
This  determination  must  be  based  on  both  the 
medical,  as  provided  by  the  examining  physi- 
cian, and  the  social  findings,  as  recorded  by 
the  local  welfare  agencies  in  each  county. 

2.  Medical  examination: 

A medical  examination  by  a duly  licensed 
physician  or  specialist  is  required.  The  review 
team  will  have  the  authority  to  return  any 
medical  report  for  clarification,  or  to  request 
an  additional  examination  by  a doctor  or  spe- 
cialist designated  by  the  department. 

A comprehensive  examination  reported  in  full 
on  Form  DPW-371  will  be  paid  for  by  the  de- 
partment for  a fee  of  $10  to  the  examining  phy- 
sician, plus  an  essential  lab  work  or  X-rays  up 
to  an  additional  $15.  Costs  of  the  examination, 


lab  work,  x-rays,  or  examination  by  a specialist 
resulting  in  the  total  costs  exceeding  $25  must 
have  the  prior  approval  of  the  State  Medical 
Consultant. 

Other  medical  information  which  will  be  avail- 
able to  the  department  and  which  may  be  re- 
ferred to  the  medical  review  team  is  medical 
information  of  Vocational  Rehabilitation-Disabil- 
ity Certification  Section,  Industrial  Commission, 
State  Hospital,  Veteran’s  Hospital  Records,  and 
the  Public  Health  Service.  (In  fact,  after  July 
1,  1962,  medical  examinations  for  Indians  will 
not  be  paid  for  by  the  Department  if  the  Indian 
is  eligible  for  care  by  the  U.  S.  Public  Health 
Service. ) 

3.  Social  Information: 

The  social  information  summary  will  be  pre- 
pared by  the  county  welfare  department  and 
will  supplement  the  medical  report.  It  will  pro- 
vide the  review  team  with  the  information 
necessary  to  arrive  at  a decision  regarding  the 
amount  and  kind  of  disability  the  impairment 
causes  and  will  help  both  the  social  worker  and 
the  review  team  determine  what  services  the  dis- 
abled person  needs. 

The  social  summary  will  include  information 
regarding  the  effect  of  the  applicant’s  impair- 
ment on  his  functioning  in  his  social  and  fami- 
lial setting,  his  attitudes  toward  his  disability, 
his  prior  education,  and  means  of  earning  a live- 
lihood. 

It  will  be  the  responsibility  of  the  review  team 
to  review  both  the  medical  and  social  informa- 
tion supplied  to  determine  if  the  applicant  is 
“permanently  and  totally  disabled.”  The  team 
does  not  pass  on  eligibility  except  to  determine 
total  and  permanent  disability.  The  review  team’s 
procedure  on  persons  found  to  be  permanently 
and  totally  disabled  will  have  a date  establish- 
ed for  a required  future  review  by  the  team, 
based  on  such  considerations  as  irreversible  im- 
pairments, future  therapeutic  advances,  possi- 
bilities of  spontaneous  remission,  etc.,  and,  in 
such  cases,  resubmission  of  data  to  the  team 
will  be  subscribed  in  advance  to  such  possible 
expiration  date  in  each  such  case. 

This  short  summary  of  Public  Welfare  Law, 
H.B.  91  as  related  to  medical  determination  of 
the  total  and  permanently  disabled  indigent  indi- 
viduals in  our  state,  and  the  necessity  for  care- 
fully prepared  medical  reports  setting  out  the 
required  information  needed  by  the  medical 
review  team  for  proper  evaluation  in  each  case 
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should  arouse  the  physicians  in  our  State  to  the 
necessity  of  using  their  very  best  judgment  in 
answering  the  questions  contained  on  medical 
form  DPW-371. 

At  the  state  medical  meeting  late  in  April, 
1962,  this  program  was  presented  to  the  Board 
of  Directors  of  our  association,  for  an  opinion 
on  how  best  to  handle  the  medical  examinations. 
The  Commissioner  of  Public  Welfare  was  willing 
to  accept  any  method  endorsed  by  the  Board 
of  Directors.  The  board  determined  that  the  pro- 
gram would  best  be  served  by  having  a panel 
of  physicians  in  each  county  handle  the  exam- 
inations. It  referred  the  matter  of  activation  of 
these  panels  to  the  Professional  Board. 

This  committee  of  our  association  has  not 
been  able  to  meet  and  activate  the  program  from 
the  professional  standpoint  up  to  this  time,  and 
the  program  had  to  be  started  under  State  and 
Federal  Law  by  July  1 1962.  A letter  from  the 
office  of  the  Commissioner  of  Public  Welfare 
will  be  sent  to  all  of  the  doctors  of  our  State 
whose  type  of  practice  make  them  adaptable  to 
do  the  routine  medical  examination.  A form  will 
be  enclosed  for  each  doctor  to  return  to  the  De- 
partment of  Public  Welfare  which  will  indicate 
his  willingness  or  non-willingness  to  participate 
in  this  program. 

It  is  anticipated  that  many  of  our  members 
will  cooperate  with  the  department  for  this 
purpose. 

For  those  who  do  participate,  the  medical  re- 
view team  will  appreciate  having  a medical 
examination  report  that  is  as  detailed  as  possible 
in  the  light  of  the  questions  contained.  The 
physicians  very  best  judgment  should  be  used 
in  classifying  the  major  disabling  disease. 

In  many  of  the  examinations  reviewed  recent- 
ly where  the  major  disability  involved  the 
skeletal  system,  the  physician  inserted  the  word 
“arthritis.”  We  would  like  to  know  what  type 
of  arthritis.  Is  it  osteo,  gouty,  rheumatoid,  or 
another  classification? 

Or  the  diagnosis,  “heart  disease.”  Is  it  rheu- 
matic, coronary,  arteriosclerotic,  congenital,  or 
another  classified  type? 

An  attempt  should  be  made,  if  possible,  to 
properly  classify  a psychotic,  emotional,  or  men- 
tal degenerative  process. 

This  type  of  information  is  lacking  in  sizeable 
percentage  of  available  medical  examinations 
now  being  reviewed.  In  a fair  percentage  of 
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cases,  it  has  been  necessary  to  return  the  medi- 
cal examination  report  to  the  local  welfare  of- 
fice, requesting  another  examination. 

It  is  hoped  that  many  of  our  members  will 
cooperate  with  the  Department  of  Public  Wel- 
fare in  doing  the  medicals  so  that  all  the  eligible, 
unfortunate  permanent  and  totally  disabled  per- 
sons who  are  justifiably  entitled  to  a limited 
financial  grant  under  the  welfare  program  can 
be  classified  as  acceptable. 

Jesse  D.  Hamer,  M.D. 

Medical  Consultant 

Arizona  Department  of 
Public  Welfare 

REGARDING  VOLKER  ADDENDUM 

To  the  Editor: 

You  will  recall  my  phone  call  to  you,  last 
April,  regarding  Dr.  Volker’s  letter  to  me  in 
which  he  intimated  that  he  had  made  arrange- 
ments with  you  to  distribute  his  addendum  to 
the  members  of  our  association. 

Subsequently  while  in  Tucson,  I talked  with 
you  regarding  a local  press  release  in  which 
Volker  stated  that  Arizona  Medicine  would 
publish  his  addendum.  I recall  your  amazement 
and  indignation  because  you  could  not  recall 
any  such  commitments. 

I will  not  take  exception  to  your  final  judg- 
ment in  publishing  Dr.  Volker’s  addendum  of 
February.  However,  I believe  that  equal  time 
(space)  should  be  given  to  possible  contrary 
expressions. 

Hence,  I am  enclosing  a copy  of  my  letter  to 
Dr.  Volker,  dated  April  3,  1962,  and  a sequel 
written  at  the  same  time. 

These  I had  intended  to  send  for  possible 
publication.  However,  I decided  to  withhold 
them,  believing  that  the  less  said  then  about 
a medical  school  would  in  the  end  enhance  the 
cause  for  a medical  school. 

Because  of  Dr.  Volker’s  evasion  of  the  meaning 
of  his  statements  ( P 49A  Arizona  Medicine 
July  1962)  by  evoking  the  letter  of  his  words, 
I now  believe  it  is  time  to  set  the  records  straight. 

I also  believe  it  would  be  proper  to  repro- 
duce the  article  by  O.  D.  Miller. 

Leslie  B.  Smith,  M.D. 

(Letter  to  Dr.  Volker  and  sequel  appear  on 
the  folloiving  pages  — Ed.) 
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J.  F.  Volker,  D.D.S.  APril  3>  1962 

Dear  Dr.  Volker: 

Your  letter  of  20  February  1962  with  a copy 
of  your  letter  to  Doctor  Jack  E.  Brooks  and  your 
letter  of  27  February  1962  with  a copy  of  the 
addendum  to  your  medical  school  study  report 
have  been  studied.  In  both  of  your  letters  to 
me  you  solicited  my  opinions  and  comments. 

I wish  that  you  had  adhered  to  your  decision 
as  expressed  to  me  during  your  recent  visit  to 
Phoenix,  not  to  engage  in  a running  debate  or 
the  publication  of  “refutations”  of  the  criticism  of 
the  report. 

Your  concern  about  Dr.  Brooks’  indirect  quo- 
tations of  your  statements  during  the  meeting 
with  the  Medical  School  Committee  of  the  Ari- 
zona Medical  Association  that  a medical  school 
at  Arizona  State  University  “would  be  above 
average”  is  further  emphasized  by  the  discus- 
sion in  the  addendum.  Your  exception  to  Dr. 
Brooks’  quotation  must  be  relative  to  the  ver- 
batim wording  rather  than  the  implied  mean- 
ing of  your  statements. 

Your  opinions  relative  to  the  rank  of  a medi- 
cal school  at  Arizona  State  University  were  made 
in  reply  to  several  questions  directed  by  me. 
Although  you  may  not  have  used  the  words  “es- 
tablished in  Maricopa  County,  utilizing  the 
County  Hospital,”  you  did  state  that  a medical 
school  established  at  Arizona  State  Universitv 
would  be  well  above  the  average  medical  schools 
in  the  United  States. 

Your  statements  that  your  meeting  with  the 
Medical  School  Committee  was  “a  closed  din- 
ner meeting  with  that  group”  and  that  there 
was  “no  verbatim  transcription  of  the  session” 
seem  to  imply  that  opinions  expressed  during 
that  meeting  should  be  held  in  secrecy  and 
confidence. 

If  the  repetition  of  your  remarks  has  been  a 
betrayal  of  confidence,  I am  sure  that  those 
who  have  done  so  were  unaware  of  such. 

It  was  the  hope  of  your  group  that  “all  the 
people  involved  will  accept  the  survey’s  recom- 
mendation wholeheartedly.”  The  proposed  solu- 
tion of  any,  non-mathematical  problem  is  rarely 
the  perfect  answer. 

It  is  the  belief  of  many  that  your  report’s 
recommendation  that  the  Medical  School  be 
located  at  the  University  of  Arizona  was  unduly 
weighted  with  the  essentiality  of  accepting  an 
intellectual  academic  achievement  concept  with- 
out sufficient  consideration  of  other  contingen- 


cies. Idealistic  desires  are  frequently  fractured 
by  realities. 

In  order  to  maintain  a well-balanced  society, 
idealistic  intellectual  attitudes  must  be  temper- 
ed with  an  admixture  of  the  practical  and  the 
political  attitudes.  Also,  we  must  remember  that 
the  advances  in  our  society  are  frequently  depen- 
dent upon  the  unique  action  potential  of  the 
practical-political  individuals. 

The  people  of  Arizona  need  a medical  school 
in  their  state  to  assure  a high  quality  of  medical 
care  and  a better  health.  The  people  are  capable 
of  analyzing  the  facts  and  reach  conclusions  as 
to  how  they  can  best  provide  for  their  needs. 
The  people  should  not  implicitly  accept  the  di- 
rectives of  an)'  named  authorities  without  due 
consideration  of  the  relative  merits  of  the  alter- 
natives. 

Now  that  your  report  can  be  supplemented 
with  the  alternative  that  a medical  school  at  Ari- 
zona State  University  would  be  above  average, 
the  people,  should  they  first  decide  to  establish 
a medical  school  now,  will  consider  all  the  facets 
and  determine  how  they  can  provide  for  their 
needs. 

They  will  have  to  decide  whether  the  superior 
intellectual  environment  of  a medical  school 
transcends  all  other  considerations  and  whether 
an  “above  average  medical  school,”  with  a po- 
tential of  improvement,  will  adequately  fulfill 
their  needs. 

We  recognize  that  products  of  the  various 
types  of  schools  are  necessary  for  the  total 
achievements  in  medicine.  However,  it  does  not 
necessarily  follow  that  the  graduates  of  our 
most  highly  intellectually  oriented  medical 
schools  are  those  doctors  who  best  serve  the 
medical  needs  of  the  people. 

The  practice  of  medicine  requires  considered 
appropriate  action  which  may  not  be  accom- 
plished by  the  creative  inactivity  of  the  intellec- 
tual visionary.  This  does  not  imply  “that  funda- 
mental research  and  effective  medical  teaching 
are  incompatible,”  but  signifies  that  there  must 
be  a proper  balance  between  the  two. 

The  report  states  “almost  all  medical  educa- 
tors regard  intimate  affiliation  with  the  strongest 
possible  university  as  the  decisive  factor  in  locat- 
ing a new  medical  school.”  There  are  many  med- 
ical educators  who  do  not  subscribe  to  this  prem- 
ise and  who  believe  that  the  greatest  number 
of  patients  outweighs  a primary  consideration  of 
the  university  academic  achievements. 
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I believe  that  your  inclusion  of  “almost  all 
medical  educators”  is  too  broad  a generalization. 

Irrespective  of  your  personal  concern  about 
the  exceptions  to  your  report,  you  can,  forever, 
be  proud  of  the  quality  of  the  work  done  by 
you  and  your  staff. 

We  must  recognize  that  those  who  implicitly 
endorse  your  report  may  be  just  as  partisan  as 
those  who  do  not  endorse  all  the  conclusions. 

We  must  now  allow  the  people  to  assume 
their  proper  role  and  join  with  them  in  “a  com- 
mon and  concerted  effort  to  assure  high  (even 
though  it  need  not  be  the  highest  by  some  defini- 
tions) quality  medical  education  for  the  state.” 

Respectfully  yours, 
Leslie  B.  Smitei,  M.  D. 

M.  D.’S  OBLIGATION  - RE:  MEDICAL 
SCHOOL 

The  Arizona  Medical  School  Study  report, 
now  commonly  referred  to  as  the  Volker  report, 
specified  that  a medical  school  should  be  estab- 
lished in  conjunction  with,  and  on  the  campus 
of,  The  University  of  Arizona.  However,  the 
report  did  not  clearly  discuss  the  relative  qual- 
ity of  the  professional  training  the  students 
would  receive  in  a medical  school  located  in  the 
Phoenix  area  affiliated  with  the  Arizona  State 
University. 

It  is  fundamental  that  we  know  specifically 
the  difference  in  oualitv  of  the  professional  train- 
ing which  would  be  given  at  the  University  of 
Arizona  and  at  Arizona  State  Universitv.  If  the 
graduates  of  a medical  school  at  one  location 
would  be  poor  doctors  in  contrast  to  excellent 
graduates  of  the  other  location,  there  would  be 
no  disputing  the  location. 

The  Volker  report  favored  the  University  of 
Arizona  because  of  its  academic  superiority 
which  in  their  opinion  outweighs  the  teaching 
potential  of  the  hospitals,  facilities,  available 
doctors,  and  patients  in  the  Phoenix  area.  Their 
conclusion  is  disputed  by  many,  including  re- 
nowned medical  educators. 

Dr.  Volker  stated,  January  17,  1962,  during  a 
“closed  dinner  meeting,”  with  the  Medical  School 
Committee  of  the  Arizona  Medical  Association, 
that  the  quality  of  professional  education  and 
training  given  by  a medical  school  at  Arizona 
State  University  would  be  good,  and  well  above 
the  average  of  that  which  is  now  available  in 
the  medical  schools  in  this  country. 

Accepting,  as  many  do.  Dr.  Volker  and  his 
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committee’s  pre-eminence,  we  can  now  consider 
this  postscript  to  his  original  report. 

A medical  school  in  our  state  is  essential  for 
the  maximum  improvement  in  the  health  care  of 
our  people.  Verv  few  of  our  citizens  would  settle 
for  second  best,  although  above  average,  if  they 
could  without  undue  sacrifice  obtain  the  best. 

The  doctors  of  our  state  believe  that  the  health 
needs  of  the  people  will  be  better  served  by  the 
establishment  of  a medical  school  in  Arizona,  as 
evidenced  by  the  resolution  of  the  Board  of  Di- 
rectors of  The  Arizona  Medical  Association 
( July,  1961 ) — “it  is  the  overwhelming  concensus 
of  the  physicians  of  Arizona  that  an  early  start 
must  be  made  on  the  establishment  of  a medical 
school.” 

In  1958  the  association  favored  establishing 
a medical  school  at  such  time  as  imminent  need 
is  manifest.  In  1958  we  expressed  that  a medical 
school  should  be  established  at  a time  when  the 
state  is  able  to  pay  the  cost  of  a school  equioped 
and  staffed  for  medical  education  on  a national 
competitive  level  of  excellence. 

Our  association  has  only  endorsed  the  Volker 
report  in  its  conclusion  that  Arizona  needs  and 
can  afford  a medical  school,  we  did  not  endorse 
that  portion  of  the  report  which  specified  a spe- 
cific location. 

It  is  now  apparent  that  a school  at  Arizona 
State  University  or  the  ETniversity  of  Arizona 
would  qualify,  therefore,  we  should  unify  our 
efforts  for  a medical  school  and  leave  it  up  to 
the  people  and  their  elected  legislators  to  decide 
the  location. 

If  we,  as  doctors,  continue  our  adamant  oppo- 
sition to  this  or  that  location,  based  on  minor 
differences  of  academic  proficiency  and  our  geo- 
graphic prejudice,  the  public  will  share  our  con- 
fusion and  possibly  conclude  that  our  basic 
premise  — that  we  need  a medical  school  — is 
false  and  be  suspicious  that  our  motives  may  be 
selfish. 

Let  us  not  continue  in  an  ambigous  vein  with 
open  haggling,  through  all  communications  me- 
dia, as  to  the  pros  and  cons  of  the  idealistic  con- 
clusions of  the  Volker  report. 

We  should  fulfill  our  public  obligation  by  de- 
ciding which  one  of  these  schools  can  be  ob- 
tained, and  go  all  out  to  support  that  effort. 

We  should  nullify  the  statement  that  “The 
Arizona  Medical  Association  ought  to  have  itself 
psychoanalyzed.” 

Leslie  B.  Smith,  M.  D. 
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16th  ANNUAL  POSTGRADUATE  ASSEMBLY 

Sponsored  by 

SAN  DIEGO  COUNTY  GENERAL  HOSPITAL 

November  9th  & 10th,  1962  Town  & Country  Hotel 

San  Diego,  California 

GUEST  ORATORS 

From 

University  of  Oregon  School  of  Medicine 

Dr.  William  E.  Snell,  Head  of  the  Division  of  Orthopedic  Surgery 
Dr.  Clarence  V.  Hodges,  Chairman  of  Urology  Department 
Dr.  Charles  T.  Dotter,  Professor  of  Radiology 
Dr.  Edwin  Osgood,  Head  of  Department  of  Hematology 
Dr.  Richard  W.  Olmstead,  Chairman  of  the  Pediatrics  Department 
Dr.  William  W.  Krippaehne,  Associate  Professor  of  Surgery 
Dr.  Raphael  B.  Durfee,  Associate  Professor  of  Obstetrics  & Gynecology 

Free  Registration.  Send  to: 

Joseph  M.  Thompson,  M.D. 

2290  Sixth  Avenue 
San  Diego  1,  California 


When  treatment  for 


[VI 


8^ 


u 


is  indicated 


T.M. 


tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 


ANDROID 

Each  yellow  tablet  contains: 


Methyl  Testosterone  ...  .2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ....  10  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


ANDROID -H.P. 

(High  Potency) 

Each  orange  tablet  contains: 


Methyl  Testosterone 5 mg. 

Thyroid  Ext.  (1/2  gr.)  ...  .30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methvl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al.,  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

(BRtUCTEIl  the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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Ii&  cMAufil  oXrvuwpke/te/ 


of  Camelbpck  Hospital 
is  one  of  relaxed  Western  living. 

)oking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
e natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


oam  nuspiiai 


5055  North  34th  Street 
AMherst  4-4111 
PHOENIX,  ARIZONA 
OTtO  L.  BENDHEIM,  M D. , F.A.P.A.,  Medical  Director 


j^ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


Supplied:  Flavored  granules 
for  suspension,  in  30  cc.  bot- 
tles with  dropper-stopper 
calibrated  in  % and  V2  tea- 
spoonful graduations.  After 
mixing  and  shaking  with  25 
cc.  water,  each  5 cc.  teaspoon- 
ful of  suspension  will  contain : 
Panmycin*  (tetracycline) 
equivalent  to  tetracycline 
hydrochloride  ....  125  mg. 
Albamycin*  (as  novobiocin 

calcium) 62.5  mg. 

Potassium 

metaphosphate  . . . 100  mg. 
Usual  pediatric  dosage: 

V2  teaspoonful  per  7%  to  10 
pounds  of  body  weight  per 
day,  administered  in  two  to 
four  equally  divided  doses. 
(Reminder  advertisement. 
Please  see  package  insert  for 
detailed  product  information.) 

TRADEMARK,  REG.  U.S.  PAT.  OFF. 

COPYRIGHT  1962,  THE  UPJOHN  COMPANY 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Liquid  asset 

Now  that  we  have  added  a new  liquid-dosage  form  to  our 
Panalba*  family,  you  may  prefer  to  begin  treatment  with 
Panalba  KM*  Drops  when  dealing  with  bacterial  infections 
of  unknown  etiology  in  infants  and  children.  From  the 
outset,  pending  laboratory  determinations,  your  treatment 
is  broadened  in  antibacterial  coverage  because  of 
the  simultaneous  administration  of  two  antibiotics  that 
complement  each  other.  They  were  carefully  chosen 
for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its 
breadth  of  coverage)  and  novobiocin  (selected  for  its 
unique  effectiveness  against  staph).  That  is  why,  in  most 
bacterial  infections  of  unknown  etiology,  Panalba  offers 
excellent  chances  for  therapeutic  success— and  why  it 
should  be  your  antibiotic  of  first  resort. 


An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


We  Announce  With  Pleasure.. 


the  appointment  of 

JAMES  E.  DAVIS 

Manager,  Tucson  Office 
31  N.  Tucson  Blvd.  MA  3-9421 


Mr.  Davis  has  years  of  experience  in  the  consumer  credit 
business  in  the  Tucson  area  — he  started  with  the  Consolidated 
National  Bank  of  Tucson  continuing  on  after  its  merger  with 
the  Valley  National  Bank.  Besides  serving  with  other  con- 
sumer credit  agencies,  he  served  several  years  as  an  examiner 
of  the  State  Banking  Department.  Such  experience  makes 
him  admirably  suitable  to  assume  the  position  of  our  Resident 
Manager  in  Tucson.  Mr.  Davis  has  been  employed  by  our 
companion  company,  The  HBA  Life  Insurance  Company,  in 
the  Tucson  office  and  is  familiar  with  our  company  operations. 

Efficient  and  prompt  handling  of  the  Budget  Plan  for  Health 
will  be  given  top  priority  by  Mr.  Davis  in  his  effort  to  serve 
the  professional  men  of  the  area  and  their  patients. 


m 


D 


First  Street  at  Willetta  • Phoenix 
31  North  Tucson  Boulevard  • Tucson 
456  North  Country  Club  Drive  • Mesa 


• 258-7755 

• MA  3-9421 

• WO  4-5668 


September,  1962 


61A 


Future  Medical  Meetings  and  Postgraduate  Education 


Tenth  Annual  Meeting 

ARIZONA  ACADEMY  OF  GENERAL  PRACTICE 
SCIENTIFIC  PROGRAM 
October  11-13,  1962 


Thursday  — October  11 

11:00-12:00  a.m.  Registration 

2:00-  4:00  p.m.  1.  Therapy  and  changing  pattern  o!  severe  hypertension 

2.  How  and  when  to  treat  moderate  hypertension 
Speaker:  H.  Mitchell  Perry  Jr.,  M.D. 

George  Washington  University 
Washington,  D.  C. 

Moderator:  George  W.  King,  M.D. 

Panelists:  John  F.  Christianson,  M.D. 

Clarence  L.  Robbins,  M.D. 


Friday — -October  12 

9:00-11:00  a.m.  1.  Newer  concepts  in  erythrocyte  metabolism  as  related  to  the  anemias 

2.  Drug  induced  blood  dyscrasias  — early  recognition  and  treatment 

3.  Examination  of  blood  smear  and  prescription  of  anemias 
Speaker:  Maxwell  Wintrobe,  M.D. 

, The  University  of  Utah 

Moderator:  John  Carlson,  M.D. 

Panelists:  Ralph  A.  Jackson  Jr.,  M.D. 

James  D.  Barger,  M.D. 

12:00-  2:00  p.m.  AAGP  luncheon  and  annual  business  meeting 
Women’s  luncheon 


2:30-  4:30  p.m.  1.  Office  diagnosis  of  operable  congenital  heart  disease 

2.  Development  of  the  personality 

3.  Common  sense  in  infant  feeding 

4.  Tricks  of  the  trade 
Speaker:  Robert  A.  Tidwell,  M.D. 

Chief  of  Cardiology 
Seattle  Children’s  Orthopedic  Hospital 
Moderator:  Herbert  Brown,  M.D. 

Panelists:  Richard  B.  Johns,  M.D. 

Ernest  W.  Eberling,  M.D. 

6:30  p.m.  Cocktails,  followed  by  president’s  dinner 

Saturday  — - October  13 

9:00-11:00  a.m.  Practical  Psychiatric  Procedures  in  General  Office  Practice 
Speakers:  Allen  J.  Enelow,  M.D. 

Edward  J.  Stainbrook,  M.D. 

Psychiatric  Department 
University  of  Southern  California 
Medical  School 

Moderator:  John  A.  Jones,  M.D. 
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ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

7 he  JrahMiH 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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Hungry 
for  flavor? 
Tareyton 's 
got  it! 


Dual  Filter  makes  the  difference 


Flavor  you  never  thought  you’d  get 
from  any  filter  cigarette! 

If  you’re  hungry  for  flavor,  Tarey ton’s  got  plenty — and  it’s  plenty 
goucl!  Quality  tobaccos  at  their  peak  go  into  Tareyton!  Then  the 
famous  Dual  Filter  brings  out  the  best  taste  of  these  choice  tobaccos. 
Try  a pack  of  Dual  Filter  Tareytons  — you’ll  see! 


Tareyton 


Product  of  <Jwn/t/u&ct/nr  — ■ 


is  our  middle  name  © * 


DUAL  FILTER  TOVCytOYl 
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POST-EZE  SYSTEMS  ARE  # 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

POST'  simplified  pi  ans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 


To  Learn  How  you  will  save  up  to  66 
(it  only  takes  10  minutes) 


Jo 


CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  - LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAIn  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


CASE 


No  offensive 
after-odor. 


"VoucJte*Pow<tet 

For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D. 


HAL  J.  BREEN,  M.D. 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D. 


DERALD  G.  MAY,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D. 


Ir  i 

i 

' 11®  ij*' 

P 

mm  ill 


p sych O an  

clinical  psychology 
psychiatric  social  work 

and  family  counselling 


■ ' illp 

5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
, AM  4-4111 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

HOME 

i 1 Approved  and  Recommended  by 

LOANS 

Your  Insurance  Committee  and 
Board  of  Directors 

5 3/4% 

☆ ☆ ☆ 

To  buy  a home  . . . 

I Refinance  your  present 

one  . . . 

A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 

See  Lantz  & Co.  first 
for  your  home 
financing.  Chances  are 
you’ll  save  money  . . . 
get  faster  service,  too. 
Low-cost  monthly 
payment  home  loans 
for  as  much  as  $40,000 
with  terms  to  fit 

ASSOCIATION,  INC. 
By  The 

NATIONAL  CASUALTY  COMPANY 

your  needs. 

OF  DETROIT 

Call  or  Stop  in 
1 TODAY 

1 your  home  loan 
^ can  be 
v arranged  quickly. 

☆ ☆ ☆ 

i For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 

LANTZ 
& CO. 

655  N.  Scottsdale  Rd. 
SCOTTSDALE 

PIMA  COUNTY  REPRESENTATIVE 

iifi 

946-5371 

RONALD  DEITRICH 

1 36  North  Stone  Avenue  MAin  3-0583 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 


# 


w 

m- 


w 
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ST  DEPARTMENT 

'ity  Building,  Phoenix 

rces  $785  Million 


Classified 


STAFF  PHYSICIAN:  Opening  will  be  avail- 
able for  qualified  physician  on  Medical 
Service.  Full-time  staff  includes  3 certi- 
fied internists.  215-bed  fully  accredited 
GM&S  hospital.  Highest  quality  institu- 
tional practice;  research  program;  regular 
hours.  Magnificent  desert  and  mountain 
environment.  Housing  on  hospital 
grounds.  Federal  benefits  include  retire- 
ment, life  and  health  insurance;  disabil- 
ity protection,  sick  and  annual  leave. 
U.  S.  citizenship  and  licensure  in  any 
state  or  territory  required.  Salary  de- 
pendent on  training  and  experience. 
Apply  to  Personnel  Officer,  Veterans  Ad- 
ministration Hospital,  Fort  Bayard,  New 
Mexico. 
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Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  > j 4 DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I'  | MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Iflecfical  Center  K-6tai}  and  Clinical  Yahratcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Prc^eAAfonal  OC-idaif  and  Clinical  Xalwatcrij 

5 1 0 Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D. . F.A.C.R. , F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lore!  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Mecfical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


HILLCREST  MEDICAL  CENTER 

Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 

Phone  M A 3-7591 

• General  Medical 

• Orthopedic 

• Post-Operative 

• Acute  or  Chronic 

• Convalescent 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


• Medical  Doctor 
of  Your  Choice 


• Non-Sectarian 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41  5 1 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 
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Physicians’  Directory 


ALLERGY 

E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


PLASTIC  SURGERY 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


Arizona  Medicine  makes  these  advertising 
columns  available  for  professional  cards. 

Write:  Paul  R.  Boykin 
P.  O.  Box  128 
Scottsdale,  Arizona 

Phone:  WHitney  6-3428 
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Physicians’ 

RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 
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M.D.,  Chairman  (Tucson);  Oscar  W.  Friske,  M.D.  (Young- 
town);  Joseph  P.  McNally,  M.D.  (Prescott);  Charles  P.  Neu- 
mann, M.D.  (Tucson);  John  H.  Ricker,  M.D.  (Phoenix); 
Robert  W.  Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Ben  P.  Frissell,  M.D.,  Co-Chair- 
man (Phoenix);  Jesse  D.  Hamer,  M.D.,  Co-Chairman  (Phoe- 
nix); John  S.  Carlson,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Derrill  B. 
Manley,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
William  B.  Steen,  M.D.  (Tucson);  George  C.  Truman,  M.D. 
(Mesa). 

MEDICAL  ECONOMICS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson);  John 
A.  Eisenbeiss,  M.D.  (Phoenix);  Benjamin  Herzberg,  M.D. 
(Phoenix);  Donald  A.  Poison,  M.D.  (Phoenix). 

MEDICO-LEGAL  COMMITTEE:  Louis  Hirsch,  M.D.  Chairman 
(Tucson);  Jack  E.  Brooks,  M.D.  (Phoenix);  Ian  M.  Chesser, 
M.D.  (Tucson);  William  B.  Helme,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  George  A.  Spikes,  M.D.  (Doug- 
las). 

NATIONAL  LEGISLATION  COMMITTEE:  Leslie  B.  Smith, 

M. D.,  Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Ben  P.  Frissell,  M.D.  (Phoenix). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D. 
(Flagstaff);  Edmundo  F.  Felix,  M.D.  (Tucson);  Ruland  W. 
Hussong,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man (Phoenix);  James  D.  Alway,  Jr.,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix); 
W.  Albert  Brewer,  M.D.  (Phoenix);  Orin  J.  Famess,  M.D. 
(Tucson);  Ray  Fife,  M.D.  (Phoenix);  Henry  P.  Limbacher, 
M.D.  (Tucson);  George  G.  McKhann,  M.D.  (Phoenix); 
Hermann  S.  Rhu,  M.D.  (Tucson);  Paul  L.  Slosser,  M.D. 
(Yuma);  Charles  A.  L.  Stephens,  Jr.,  M.D.  (Tucson). 
PROFESSIONAL  LIAISON  COMMITTEE:  Noel  G.  Smith,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  (Tempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  H.  Smith,  M.D.  (Tucson);  Albert  G.  Wag- 
ner, M.D.  (Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Robert  H.  Bullington,  M.D. 
(Phoenix);  Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas); 
William  F.  Holsey,  M.D.  (Tucson);  Ralph  T.  Irwin,  M.D. 
(Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John  F.  Kahle, 
M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D.  (Mesa);  Clarence 
H.  Kuhlman,  M.D.  (Tucson);  Clarence  L.  Robbins,  M.D. 
(Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman,  (Tucson);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  James  E.  Brady,  Jr., 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
Richard  L.  Dexter,  M.D.  (Tucson);  Richard  E.  H.  Duisberg, 
M.D.  (Phoenix);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  Fred 

L.  Goff,  M.D.  (Douglas);  Delmer  J.  Heim,  M.D.  (Tucson); 
Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
Tucson);  William  H.  Lyle,  M.D.  (Yuma);  Deward  G.  Moody, 

M. D.  (Nogales);  Arthur  R.  Nelson,  M.D.  (Phoenix);  Walter 
M.  O’Brien,  M.D.  (Globe);  Edward  Sattenspiel,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.,  Consulting  Co-Chairman 
(Tucson). 
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A New  Book! 


SAUNDERS 

BOOKS 


Valuable  to  the 


Physician 


New  (13th)  Edition! 
Davidsohn  and  Wells — 

Todd-Sanford  Clinical  Diagnosis 
by  Laboratory  Methods 

A Standard  Guide  and  Advisor  to  3 Generations 
of  Physicians  in  the  Intricacies  of  Clinical 
Laboratory  Diagnosis.  Now  in  a new  up-to-date 
edition,  this  classic  work  tells  you  how  to  per- 
form every  possible  clinical  test.  Step-by-step 
you  are  told  what  to  do,  when  and  how  to  do  it 
— with  increased  emphasis  on  interpretation  and 
evaluation  of  results.  New  material  covers:  im- 
mune mechanisms  and  immuno chemistry  of  red 
cells,  leukocytes  and  platelets  — application  of 
isotopology  in  diagnosis — tests  for  hepatic  func- 
tion — etc.  Hundreds  of  illustrations  amplify 
the  text. 

Edited  by  ISRAEL  DAVIDSOHN,  M.D.,  F.A.C.P.,  Chairman 
of  Pathology,  Chicago  Medical  School,  Director  of  Path- 
ology, Mt.  Sinai  Hospital  and  Director  of  Research.  Mt. 
Sinai  Medical  Research  Foundation,  Chicago,  and  BEN- 
JAMIN B.  WELLS,  M.D.,  Ph  D.,  F.A.C.P.,  Dean,  California 
College  of  Medicine,  Los  Angeles.  1020  pages,  6"  x 91^", 
over  1000  illustrations  on  450  figures,  200  in  color.  About 
New  (13th)  Edition — Just  Ready! 

New  (3rd)  Edition! 

Electrocardiography 

Tells  You  Why  the  Normal  Electrocardiograph 
Pattern  Looks  Like  it  Does  and  Why  Various 
Cardiac  Disturbances  Produce  Abnormal  Trac- 
ings. Dr.  Wolff  shows  you  how  to  utilize  this 
information  to  establish  diagnoses  — - without  re- 
lying primarily  on  memorization  of  examples. 
He  points  out  how  to  interpret  both  classical 
patterns  and  unusual  aberrations  which  may 
complicate  diagnosis.  New  diagnostic  material 
is  included  on:  heft  bundle  branch  block  mas- 
querading as  right  bundle  branch  block  in  some 
cases  of  infarction — ECG  in  deranged  electrolyte 
patterns  — Hyperkalemia  — Adrenal  hyperplasia 
with  adrenocortical  failure — Number  of  complex 
arrhythmias. 

By  LOUIS  WOLFF,  M.D.,  Visiting  Physician,  Consultant 
in  Cardiology  and  Head  of  the  Cardiographic  Laboratories, 
Beth  Israel  Hospital;  Clinical  Professor  of  Medicine,  Har- 
vard Medical  School.  351  pages,  6V2" x93,i",  224  illustrations. 
$8.50.  New  (3rd)  Edition — Just  Ready! 


$15.50. 

Wo  Iff— 


Parsons  and  Sommers — 

Gynecology 

Clinical  Advice  on  Managing 
Today’s  Gynecologic  Problems 

An  experienced  gynecologist  and  a skilled 
pathologist  have  uniquely  combined  their 
talent  and  knowledge  to  produce  a remark- 
able text  that  describes,  explains  and  pictures 
the  diagnosis  and  management  of  gynecologic 
disorders  as  they  occur  in  each  period  of 
growth  and  aging — from  infancy  through  the 
postmenopausal  era. 

Mechanisms  of  disease  in  women  are  fully 
described:  how  each  disorder  starts,  spreads 
and  affects  surrounding  structures — how  it 
produces  signs  and  symptoms  which  can  be 
evaluated  and  differentiated- — how  the  dis- 
order can  be  treated  in  light  of  present 
knowledge.  Full  recognition  is  given  to  the 
altered  significance  and  differing  management 
of  the  same  problem — such  as  abnormal  bleed- 
ing, hormone  imbalance,  tumors  and  growths 
— during  the  various  progressive  ages  of 
women.  You’ll  find  valuable  coverage  of: 
treatment  of  congenital  defects  found  at  birth 
and  in  infancy — treatment  of  amenorrhea — 
habitual  abortion — tumors  complicating  preg- 
nancy— endometriosis — cancer  of  the  breast — 
sexual  precocity — premenstrual  tension — etc. 

By  LANGDON  PARSONS,  M.D.,  Professor  of  Obstet- 
rics and  Gynecology,  Boston  University  School  of  Medi- 
cine; Chief,  of  Gynecology,  Massachusetts  Memorial 
Hospital;  and  SHELDON  C.  SOMMERS,  M.D.,  Patholo- 
gist, Scripps  Memorial  Hospital;  Clinical  Professor  of 
Pathology,  University  of  Southern  California  School 
of  Medicine,  Los  Angeles.  1250  pages,  6V2"  x 9%",  488 
illustrations.  $20.00.  New! 


To  Order  Mail  Coupon  Below! 

W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  and  bill  me: 

□ Parsons  & Sommers’  Gynecology,  $20.00 

□ Davidsohn  & Wells’  Clinical  Lab  Diagnosis, 
about  $15.50 

□ Wolff’s  Electrocardiography,  $8.50. 

Name 

Address 
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Compocillin-VK  200,000  U.  (125  mg.) 
Potassium  Penicillin  G 400,000  U. 


Consider  milder  bacterial  infections 

An  example  might  be  a respiratory  infection. 
Here  economy  could  be  a definite  factor  in 
your  thinking.  In  the  chart  above,  you’ll  see 
that  200,000  units  (125  mg.)  of  Compocillin  VK 
produces  blood  levels  at  least  equal  to  those 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec- 
tions, Compocillin-VK  may  be  given  at  half  the 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cost 
of  Compocillin-VK  therapy  will  be  no  more — 
and  often  will  be  less — than  treatment  with  oral 
penicillin  G. 

Compocillin-VK— the  original  potassium  penicillin  V • In  Filmtab 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab— Film-sealed  tablets,  Abbott:  U.S.  Pat.  No.  2,881,085 


E 

i 

! 

i 
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I 
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4- 

Units 


cc. 

3- 


Potassium  Penicillin  V, 
Abbott. 

125  mg. 

(290,000  units) 

Caution;  Federal  law 
prohibits  dispensing 
without  prescription. 


Here’s  a penicillin  that  gives  you... 

PATIENT  ECONOM 
WHEN  YOU  WANT  I 


Single  Oral  Doses  to  Fasting  Subjects 


V..., 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


Potassium  Penicillin 
V,  Abbott. 

250  mg. 

(400,000  units) 


Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  full  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

*Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbot!  Laboratories. 


ABBOTT  LABORATORIES  NORTH  CHICAGO,  ILLINOIS 


Trocinate 


Brand  of  Thiphenamil  HC1. 


FOR  DIVERTICULITIS , MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA , IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


t^rocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito -urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HC1. 

Usual  Dosage  : 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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ZYME 


helps  your  gallbladder 
patient  digest  fat 

The  gallbladder  patient  who  “can’t  resist”  rich, 
succulent,  greasy  foods  must  often  pay  for  his  gastronomical  indiscretions  with  the  discom- 
forts of  fat-induced  indigestion.  However,  these  unpleasant  aftereffects  can  frequently  be 
relieved  or  prevented  with  Entozyme,  a natural  digestive  supplement.  Six  tablets,  the  usual 
daily  dose,  will  digest  60  gm.  of  fat  or  more.  That’s  50  to  90  per  cent  of  an  adult’s  normal 
daily  intake.  Bile  salts  stimulate  the  flow  of  bile  and  enhance  the  lipolytic  activity  both  of 
Entozyme's  Pancreatin  and  the  patient’s  own  lipase.  Working  together,  Bile  Salts  and 
Pancreatin  greatly  aid  the  emulsification  and  transport  of  fat.  Each  enteric-coated  Entozyme 
tablet  contains  Bile  Salts  (150  mg.)  and  Pancreatin,  N.F.  (300  mg.).  Also  250  mg.  of  Pepsin, 
N.F.— enough  to  digest  8 gm.  of  protein. 


A.  H.  Robins  Company,  Inc.,  Richmond  20,  Virginia 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1962-63  Board  Members 

President  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Ave.,  Safford,  Arizona 

President-Elect  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

1st  Vice  President Mrs.  Max  Costin 

(Organization  and  Membership  Chairman) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

2nd  Vice  President Mrs.  Thomas  Rowley  (Barbara) 

(Program  Chairman) 

114  South  Miller  Street,  Mesa,  Arizona 

Treasurer  Mrs.  Joseph  L.  Bonnet  (Lorene) 

415  E.  Ocotillo  Rd.,  Phoenix  12,  Arizona 

Recording  Secretary  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Safford,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Y’uma,  Arizona 

Director  (2  years) Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  StTeet,  Tucson,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1962-63 

American  Medical  Education  Fund.  .Mrs.  C.  Selby  Mills  (Vivian) 
1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 


Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Convention  Chairman:  Mrs.  Boris  Zemsky  (Zora) 

Rt.  8,  Box  837,  Tucson,  Arizona 


Co-Chairman:  Mrs.  Seymour  I.  Shapiro  (Arline) 
5433  E.  Eighth,  Tucson,  Arizona 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Yuma,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Health  Careers Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 

211  S.  3rd  Street,  Globe,  Arizona 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Student  Nurse  Loan  Fund.  Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 


COUNTY  PRESIDENTS  - 1962-63 

Coconino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Gila  County  Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Maricopa  County Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Pima  County Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Yavapai  County Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Betty) 

701  8th  Avenue,  Y’uma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UN1DOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Juan  E.  Fonseca 

601  N.  Wilmot,  Tucson,  Arizona 

President-Elect  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

Vice-President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Secretary  for  the  United  States Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  United  States  Mr.  Byron  Browder 

3008  E.  6th  St.,  Apt.  D.,  Tucson,  Arizona 

Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C’ 

r TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  ■ ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 

^Warning— may  be  habit  forming. 

Complete  literature  available  on  request. 


Also  available 
without  codeine  as  J 

'EMPRAZIL’j 

TABLETS 

I 
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BURROUGHS  WELLCOME  & CO.  CU.S.A.)  INC.,  tuckahoe,  iu.y. 
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Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  two  antihistamines 
and  two  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

*Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40  mg.,  phenyl toloxamine 
citi’ate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


V 


NALDECON 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


iven  intramuscularly 
)l  mg.  100  is  given  every 
purs.  Within  15  or  20 
| cy  nor  the  intensity  of 
| there  seems  to  be  a 
idence  seems 


is  established 


are  diminished , 


on  the  cervix 


NO  REFRIGERATION  NEEDED 
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Homogenized  Mixture  of  Vitamins  A.  D.  B,,  B;,  Bb 
Bi2,  C and  Nicotinamide.  Abbott 

All  the  vitamins 
your  child 
normally  needs 


Abbott  laboratories 

north  CHICAGO.  ILLINOIS 


How  do  the 
lemons 
get  in  the 


Perhaps  this  should  be  cleared  up  once 
and  for  all.  There  are  no  lemons  in 
Vi-Daylin.  If  you’ve  ever  tasted  Vi-Daylin, 
this  might  surprise  you.  Certainly,  it 
would  surprise  the  youngsters.  To  most 
of  them,  Vi-Daylin  is  liquid  lemon  candy, 
and  that’s  that.  But  if  it’s  deception,  it’s 
sensible  deception.  You  never  have  to 
badger  the  kids  into  taking  their  vitamins. 
Nice  to  know,  too,  that  this  matchless 
matching  of  candy  essence  and  color  ele- 
gance can  be  found  in  all  the  forms  and 
formulas  of  Vi-Daylin. 

Vi-Daylin— Vitamins  A,  D,  B1(  B2,  B6,  B12, 
C,  and  Nicotinamide,  Abbott;  Vidaylin-m 
—Homogenized  Mixture  of  Vitamins  with 
Minerals,  Abbott;  Vi-Daylin-T— High  Po- 
tency Multivitamins,  Abbott. 


Remember,  there  are  three  liquid  formu- 
las; Vi-Daylin,  ViDaylin-M®  (with  min- 
erals), and  ViDaylin-T®  (therapeutic). 
And  if  patients  get  a little  owlly  and  won’t 
touch  anything  in  a spoon,  you  can  give 
them  the  new  Chewable  (please  see  back 
of  this  page). 


Each  delicious,  5-cc.  teaspoonful  of  Vi-Daylin  sup- 
plies the  following  proportions  of  the  Minimum 
Daily  Requirements  of:  MDR  MDR 

(Children)  (Infants) 

Vitamin  A 0.9  mg.  (3000  units) 1 2 

Vitamin  D 10  meg.  (400  units) 1 1 

Thiamine  HCI  (Bi) 1.5  mg 2 6 

Riboflavin  (B2) 1.2  mg llA 2 

Ascorbic  Acid  (C)_ 50  mg 2 Vi 5 

NirntinamiHp  10  mg IV3 2 

Also  supplies  cyanocobalamin  (B,2)  3 meg.  and 
pyridoxine  Hydrochloride  1 mg. 
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(an  unsolicited  testimonial  from  an  actual  letter) 
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ABBOTT 

Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  mf.prospan®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM«738l 


\ 


of/ice  cB  oolM-  wntL  Sa/wfAi 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • MT.  VERNON,  OHIO 


Fibre-free 

HYPOALLERGENIC 

formula 


1)  Provides  balanced  nutritional  values. 

An  excellent  formula  for  regular 
infant  feeding. 

An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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LEGISLATIVE  COMMITTEE 
July  29,  1962 

The  Legislative  Committee  and  the  Articles  of  In- 
corporation and  By-Laws  Committee  convened  at  a 
joint  meeting  July  29,  1962,  Scottsdale,  Arizona. 

Present: 

Membership 

Dr.  Ben  P.  Frissell,  chairman 
Dr.  John  S.  Carlson 
Dr.  Jesse  D.  Hamer,  co-chairman 
Dr.  Charles  E.  Henderson,  secretary 
Dr.  Paul  B.  Jarrett 
Dr.  W.  Shaw  McDaniel 
Dr.  William  B.  Steen,  president-elect 
Dr.  Clarence  E.  Yount  Jr.,  president 
Advisory  Membership 
Dr.  De  Armond  Lindes 
Dr.  Theodore  C.  Harper 
Dr.  Walter  Brazie 
Dr.  Leo  L.  Lewis 
Dr.  Albert  O.  Daniels 
Dr.  Abe  I.  Podolsky 
Chairman,  Committee  on 
National  Legislation 
Dr.  Leslie  B.  Smith 

ARM  A Resolution  No.  10 
Legislative  Procedures 

Legislative  procedures  were  discussed  in  detail  by 
both  committees  as  follows: 

Resolution  No.  10  was  adopted  by  the  House  of  Dele- 
gates on  April  27,  1962:  (for  complete  resolution  see 
ARIZONA  MEDICINE,  August,  1962). 

“THEREFORE  BE  IT  RESOLVED,  that  the  By- 
Laws  Committee,  after  consultation  with  the  Legisla- 
tive Committee,  the  Executive  Committee  and  such 
other  persons  as  they  deem  necessary,  make  a study 
of  our  legislative  activities  and  recommend  changes 
in  the  by-laws  which  will  provide  for  a more  effec- 
tive legislative  functioning,  and 

“BE  IT  FURTHER  RESOLVED,  that  a study  be 
made  of  the  cost  of  our  legislative  activities  in  view 
of  determining  a realistic  budget.” 

Chapter  VII,  Section  4 (e)  of  the  By-Laws  of  The 
Arizona  Medical  Association,  Inc.  reads  as  follows: 
“LEGISLATIVE:  — This  committee  shall  consist  of  a 
chairman  and  at  least  eight  other  members  and  shall 
be  appointed  on  a geographic  basis.  Subject  to  the 
approval  of  the  board,  it  shall  represent  the  associa- 
tion in  securing  and  enforcing  legislation  in  the  inter- 
est of  public  health  and  of  scientific  medicine,  and 
in  preventing  the  passage  of,  or  securing  the  repeal 
of  legislation  contrary  to  those  interests.  No  county 
society,  group  of  members,  or  individual  members  shall 
advance  any  medical  legislation  on  a state  or  national 
level  as  representative  of  the  association  without  ob- 
taining the  consent  of  this  committee.” 

It  was  conceded  that  under  emergency  circumstances, 
the  chairman  of  the  Legislative  Committee  should  have 
some  authority  to  turn  to  for  an  official  decision  espe- 
cially during  the  course  of  a legislative  session.  At  that 


time  action  dealing  with  legislation  must  be  made 
promptly  and  sometimes  daily.  A mail  vote  for  a decision 
of  the  Board  of  Directors  requires  time  to  procure. 

Past  experiences  were  outlined  by  Dr.  Smith  and  Dr. 
Hamer,  the  latter  having  been  chairman  of  the  Legisla- 
tive Committee  for  several  years  past. 

Dr.  Jarrett  was  of  the  opinion  that  there  should  be  no 
by-laws  amendment  now.  The  view  was  expressed  that 
such  instrument  should  be  broad  in  scope  and  not  too 
detailed  in  directive  in  order  to  give  the  committee 
some  latitude  in  operation.  The  existing  provision  ap- 
peared to  meet  this  criteria. 

It  was  decided  that  the  committee  should  request  that 
the  Board  of  Directors  adopt  a resolution  setting  forth 
specific  rules,  regulations  and/or  procedures  as  a guide 
for  operation  to  be  followed  by  the  Legislative  Com- 
mittee in  emergencies.  It  was  agreed  that  there  appear- 
ed to  be  no  indication  at  present  for  an  amendment  to 
the  by-laws  dealing  with  this  subject. 

It  was  also  pointed  out  that  the  committee  had  sought 
clarification  of  its  responsibilities  frequently  in  the  past, 
i.e.,  is  it  to  consider  legislation  needed  or  desirable,  or 
shall  it  limit  its  activity  to  that  of  seeking  enactment 
of  legislation  approved  and  referred  to  it  by  the  Board 
of  Directors. 

The  Legislative  Committee  voted  to  go  on  record  as 
feeling  that  the  problem  could  be  handled  without  a 
change  in  the  by-laws  of  the  association  now. 

It  was  moved  by  Dr.  Steen,  seconded  by  Dr.  Lindes 
and  unanimously  carried  that  the  Legislative  Committee 
request  of  the  Board  of  Directors  a definition  of  the 
functions  of  this  committee  and  an  outline  of  procedural 
format  under  emergency  conditions;  and  that  the  Board 
of  Directors  grant  authority  to  the  committee  to  act  in 
those  instances  where  time  does  not  permit  or  where 
it  is  found  inexpedient  to  await  a decision  of  the  Board 
of  Directors;  and  that  the  chairman  of  the  Legislative 
Committee  or  the  Legislative  Committee  be  empowered 
to  act  in  such  instances  after  consultation  with  the 
Executive  Committee. 

In  the  matter  of  directive  (Resolution  No.  10)  “that  a 
study  be  made  of  the  cost  of  our  legislative  activities  in 
view  of  determining  a realistic  budget,”  it  was  unani- 
mously carried  that  the  chairman  of  this  committee  ap- 
point a subcommittee  to  study  the  cost  of  legal  services 
and  present  recommendations  as  to  what  should  be  the 
future  course. 

Dr.  Frissell  appointed  Drs.  McDaniel,  Hamer  and 
Jarrett  to  serve  on  this  committee. 

ARMA  Resolution  No.  9 

Hospital  Staff  Committee's  Deliberations 

Resolution  No.  9,  was  adopted  by  the  House  of  Dele- 
gates April  27,  1962  as  follows:  (for  complete  reso- 
lution see  ARIZONA  MEDICINE,  August,  1962). 

THEREFORE  BE  IT  RESOLVED,  that  The  Arizona 
Medical  Association,  Inc.  duly  convened  on  April 
25-28,  1962  does  affirm  and  approve  these  prin- 
ciples of  procedures  of  hospital  staffs  and  hospital 
staff  committees,  and 

BE  IT  FURTHER  RESOLVED,  that  the  House  of 
Delegates  of  The  Arizona  Medical  Association,  Inc. 
instruct  the  Legislative  Committee  of  this  association 
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to  study  and  recommend  proper  legislative  proposals 
for  a bill  for  enactment  by  the  House  and  the  Senate 
of  the  State  of  Arizona.” 

There  was  considerable  discussion  with  review  of 
knowledgeable  practices  and  procedures  followed  refer- 
able to  such  deliberations. 

The  Legislative  Committee  voted  unanimously  that 
the  subject  be  referred  to  counsel  for  his  review  and 
comments.  The  president  approved  this  action. 

Amendment 

Chapter  IV,  A.R.S.  1956 

Basic  Science  Certification 

The  executive  secretary,  Mr.  Robert  Carpenter,  re- 
viewed the  background  leading  up  to  the  directive  of 
the  Board  of  Directors  last  year  that  Chapter  IV,  A.R.S. 
1956  be  amended  to  clarify  and  adequately  provide  for 
partial  and  complete  reciprocity  associate  with  basic 
science  certification  based  on  the  recommendation  of 
the  Legislative  Committee. 

Counsel  was  instructed  to  and  did  prepare  the 
amendment.  Accepted  was  the  following  portion  of  the 
proposed  amendment: 

“Certification  that  he  has  successfully  passed  an  exam- 
ination given  in  the  basic  sciences  by  a basic  science 
board  of  a state  or  territory  of  the  United  States  the 
requirements  for  which  are  deemed  by  the  board  to 
have  been  equivalent,  at  the  time  of  such  examina- 
tion, to  the  requirements  of  this  state  at  the  time  of 
such  examination,  to  the  requirements  of  this  state  at 
the  time  of  the  application  for  reciprocal  endorse- 
ment.” 

Another  section  recognizing  reciprocity  endorsement 
of  the  National  Board  of  Medical  Examiners  was  deleted. 

It  further  developed  that  the  existing  statute  does 
not  provide  for  partial  reciprocity.  Counsel  had  been 
directed  to  review  this  phase  on  reciprocity  and  include 
a provision  for  it. 

It  was  anticipated  that  the  completed  amendment 
would  be  in  the  hands  of  the  committee  prior  to  intro- 
duction into  the  first  regular  session  of  the  26th  Arizona 
State  Legislature  to  convene  in  January,  1963. 

Chapter  13,  A.R.S.  1956 
(Amended  1961) 

Medicine  & Surgery  Act  Revision 

The  executive  secretary  reviewed  events  leading  up 
to  the  determination  of  the  need  for  a revision  of  the 
current  Medicine  and  Surgery  Act.  This  included  the 
preparation  and  holding  of  a series  of  meetings  to  deter- 
mine medical  policy  considered  by  the  Board  of  Medi- 
cal Examiners  of  the  State  of  Arizona  and  the  Board 
of  Directors  of  the  association,  and  final  authorization 
of  draft  by  counsel. 

It  was  hoped  that  the  measure  would  be  completed 
for  introduction  into  the  next  session  of  the  Arizona  State 
Legislature  and  that  a draft  would  be  presented  for 
committee  review  prior  to  the  end  of  this  year.  It  was 
the  expressed  desire  of  the  Board  of  Directors  that  this 
objective  be  given  first  priority  by  this  committee. 

Criminal  Code 
Abortion 

Sections  13-211  and  13-212  of  the  Criminal  Code, 
A.S.R.  1956,  Abortion:  Definition;  punishment,  reads 


as  follows: 

“A  person  who  provides,  supplies  or  administers  to  a 
pregnant  woman,  or  procures  such  woman  to  take 
any  medicine,  drugs  or  substance,  or  uses  or  em- 
ploys any  instrument  or  other  means  whatever,  with 
intent  thereby  to  procure  the  miscarriage  of  such 
woman,  unless  it  is  necessary  to  save  her  life,  shall 
be  punished  by  imprisonment  in  the  state  prison 
not  less  than  two  years  nor  more  than  five  years.” 
Soliciting  abortion;  punishment;  exception: 

“A  woman  who  solicits  from  any  person  any  medicine, 
drug  or  substance  whatever,  and  takes  it,  or  who 
submits  to  an  operation,  or  to  the  use  of  any  means 
whatever,  with  intent  thereby  to  procure  a miscar- 
riage, unless  it  is  necessary  to  preserve  her  life,  shall 
be  punished  by  imprisonment  in  the  state  prison 
for  not  less  than  one  nor  more  than  five  years.” 

This  subject  was  reviewed  because  of  the  recent  much 
publicized  case  on  a foreign  drug,  “thalidomide.”  It  was 
determined  to  follow  the  legal  proceedings  before  the 
court  and  possibly,  at  a later  date,  determine  any  need 
indicated  requiring  amendment  to  the  existing  statuates. 

Criminal  Code 

Adveriising  io  Produce  Abortion 
or  Prevent  Conception 

Section  13-213  of  the  Criminal  Code,  A.R.S.  1956, 
Advertising  to  Produce  Abortion  or  Prevent  Conception; 
punishment,  reads  as  follows: 

“A  person  who  wilfully  writes,  composes  or  publishes 
a notice  or  advertisement  of  any  medicine  or  means 
for  producing  or  facilitating  a miscarriage  or  abor- 
tion, or  for  prevention  of  conception,  or  who  offers 
his  services  by  a notice,  advertisement  or  otherwise, 
to  assist  in  the  accomplishment  of  any  such  purposes, 
is  guilty  of  a misdemeanor.” 

In  1961,  this  Association  sponsored  a measure  intro- 
duced in  the  Senate  of  the  Arizona  State  Legislature, 
numbered  S.B.  121,  providing  an  amendment  to  Sec- 
tion 13-213,  set  forth  above,  deleting  the  phrase:  “or 
for  prevention  of  conception”.  It  failed  of  enactment. 

The  purpose  of  this  amendment  was  to  make  it  no 
longer  a crime  to  distribute  proper  information  con- 
cerning birth  control  in  the  belief  that  the  present  law 
was  medically  unsound  and  that  it  was  a medical  neces- 
sity for  the  public  health  of  the  people  of  this  state  that 
the  free  and  unfettered  distribution  of  matters  con- 
cerning medical  science  be  not  made  a criminal  offense. 

The  committee  felt  that  there  appeared  continuing 
interest  in  such  measure  and  that  further  consideration 
and  possible  reintroduction  should  be  given  when  indi- 
cated. 

Animal  Viviseclion 

Dr.  John  R.  Green,  Director,  Barrow  Neurological  In- 
stitute, by  letter  June  25,  1962,  sought  information  re- 
garding the  procurement  of  animals,  especially  cats, 
associate  with  the  operation  of  its  Division  of  Neuro- 
biology; and  by  letter  July  16,  1962  expressed  the  be- 
lief that  the  way  should  be  prepared  now  for  the 
use  of  laboratory  animals,  especially  in  the  light  of  the 
proposed  medical  school. 

During  the  regular  session  of  the  20th  Arizona  State 
Legislature,  this  association  introduced  a measure  in 
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the  House  of  Representatives  becoming  II. B.  84,  pro- 
viding for  the  vivisection  of  animals,  etc.  It  passed  the 
House;  however,  it  was  held  up  in  the  Senate,  failing 
of  enactment. 

The  House  of  Delegates  of  this  association  in  annual 
meeting  April  28,  1961,  adopted  Resolution  No.  14,  de- 
claring that  this  association  is  unalterably  opposed  to 
all  legislation  dealing  with  animal  experimentation  un- 
der consideration  by  the  Congress  of  the  United  States 
which  would  impede  scientific  progress  in  the  advance- 
ment of  the  medical  sciences  and  the  relief  of  human 
suffering. 

It  was  moved  by  Dr.  Lindes,  seconded  by  Dr.  Carl- 
son and  unanimously  carried  that  this  Legislative  Com- 
mittee recommend  to  the  Board  of  Directors  that  con- 
sideration be  given  to  the  reintroduction  of  a similar 
measure  (H.B.  84)  into  the  Arizona  State  Legislature 
at  present. 

Public  Law  86-778 

86th  Congress 

Kerr-Mills  Implementation 

In  line  with  directive  of  the  Board  of  Directors  to 
the  Legislative  Committee,  Drs.  Carlson,  McDaniel  and 
Frissell,  the  latter  subcommittee  chairman,  met  to  fur- 
ther explore  possibilities  of  implementation  of  the  Kerr- 
Mills  law  through  the  State  Welfare  Board,  and  of  work- 
ing with  legislators  in  this  respect.  A joint  report  was 
submitted  reviewing  past  activity.  Enabling  legislation 
was  prerequisite  for  implementation  of  the  program  in 
this  State,  and  that  lack  of  residency  requirement  in  the 
(Kerr-Mills)  law  as  it  stands  was  a deterrent  to  the 
passage  of  such  legislation  in  this  area.  A recent  opinion 
of  the  Attorney  General’s  office  on  this  matter  indicates 
that  the  states  do  have  considerable  discretionary  power 
in  determining  eligibility  of  applicants  for  programs. 

The  subcommittee  recommended  implementation  of 
those  portions  of  Title  VI  of  the  Kerr-Mills  legislation 
in  Arizona  — that  portion  relative  to  “medical  assistance 
to  the  aged  (MAA)”.  It  was  its  feeling  that  there  was 
no  indication  for  provision  for  the  old  age  assistance 
phase  of  the  program  (OAA)  inasmuch  as  fairly  ade- 
quate coverage  for  the  indigent  group  is  provided  in 
most  areas  of  the  state,  and  further  that  this  section  of 
the  law  was  impractical  due  to  the  absence  of  provi- 
sions for  vendor  type  care  in  the  majority  of  areas  in 
the  state. 

It  was  understood  enabling  legislation  can  best  be 
accomplished  by  amendment  to  the  Welfare  Code  which 
should  logically  be  proposed  by  the  Welfare  Board. 
The  association  should  stand  ready  to  aid  and  assist  in 
any  way  possible  in  promoting  and  developing  this 
legislation,  making  its  various  appropriate  committees 
available  to  the  Welfare  Board  for  consultation. 

Actual  implementation  should  provide  adequate  con- 
trols for  over-utilization  in  order  to  keep  this  program 
within  the  financial  capabilities  of  our  state  government 
and  at  the  same  time  adequately  cover  the  essential  needs 
of  the  patients  in  this  economic  group.  This  stand 
should  be  taken  promptly,  publicized  widely  by  various 
news  media,  etc.,  and  a continuous  effort  in  this  behalf 
should  be  maintained  by  the  Board  of  Directors  and  the 
various  appropriate  committees. 
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Since  appointment  of  this  subcommittee,  it  is  noted 
that  a somewhat  similar  committee  on  national  health 
legislation  has  been  appointed  under  the  chairmanship 
of  Dr.  Leslie  B.  Smith.  It  was  thought  that  perhaps  the 
best  interests  of  the  association  could  be  served  by 
delegating  the  functions  of  this  subcommittee  to  such 
committee. 

There  was  considerable  discussion  and  differences  of 
opinion  expressed  as  to  wisdom  of  implementation  of 
the  Kerr-Mills  law  in  this  State  at  this  time  keeping 
in  mind  the  position  of  the  Welfare  Board  and  Legisla- 
ture. 

It  was  moved  by  Dr.  McDaniel,  seconded  by  Dr.  Steen 
and  unanimously  carried  that  the  Legislative  Committee 
recommend  to  the  Board  of  Directors  that  The  Arizona 
Medical  Association  reaffirm  its  position  as  being  in  favor 
of  implementing  that  portion  of  the  Kerr-Mills  law 
having  to  do  with  MAA  (medical  assistance  to  the  aged) 
to  an  extent  compatible  both  with  the  satisfaction  of 
the  need  of  the  qualified  recipients  of  the  program 
and  availability  of  state  funds  for  the  purpose;  and 
further,  that  it  recommend  that  the  State  Welfare  Board 
be  urged  to  initiate  enabling  legislation  to  this  end. 

Other  Business 

Capricious  Nuisance  Suits 

Dr.  Podolsky  reported  that  Yuma  County  Medical 
Society  directed  him  to  present  for  consideration  of  this 
committee  the  advisability  and  possibility  of  initiating 
legislation  which  might  have  a tendency  to  curb  the  fil- 
ing of  capricious  nuisance  (malpractice)  suits.  The  sub- 
ject was  discussed.  In  the  light  of  the  right  of  the  indi- 
vidual to  file  suit  for  whatever  cause  or  purpose,  there 
appeared  little  hope  of  ever  enacting  such  legislation. 
November  Meeting 

It  was  indicated  that  the  next  meeting  of  this  com- 
mittee would  be  held  possibly  in  November. 

Charles  E.  Henderson,  M.D. 

Secretary 


PROFESSIONAL  COMMITTEE 
1961-62  Annual  Report 

Problems  on  aging  have  been  considered  as  reported 
by  the  Professional  Committee  to  the  Executive  Com- 
mittee in  the  past  year.  Implementation  of  the  Kerr- 
Mills  Bill  by  the  Arizona  State  Legislature  was  again 
urged. 

During  the  interim,  until  such  legislation  is  enacted, 
a resolution  was  passed  recommending  that  the  Boards 
of  Supervisors  be  sure  adequate  care  is  given  insofar 
as  is  legally  possible  for  the  aged  indigent  in  their  re- 
spective counties. 

Civil  defense  problems  in  the  state  were  considered 
by  the  Committee.  The  chairman  of  the  Subcommittee 
on  Civil  Defense  attended  several  meetings,  including 
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the  IntraState  Arizona-California  Disaster  Medical  Care 
Conference  in  January  and  the  Western  Medical  Self- 
Help  Training  Work  Shop  Seminar  in  Alameda,  Cali- 
fornia, November,  1961. 

Specific  recommendations  in  regard  to  civil  defense 
were  adopted  by  the  committee  and  were  forwarded  to 
the  Board  of  Directors. 

The  Subcommittee  on  Cancer  developed  a program 
for  a Central  Tumor  Registry  which  has  been  adopted 
by  the  American  Cancer  Society.  This  Central  Tumor 
Registry  will  be  established  soon  as  a result.  The  Amer- 
ican College  of  Surgeons  and  American  Cancer  Society 
plan  to  have  a joint  seminar  on  tumor  registries  held 
in  the  State  in  the  early  summer  of  1962. 

In  the  maternal  and  child  health  field,  the  polio  vac- 
cine program  carried  out  by  the  chairman  of  the  Sub- 
committee in  Maricopa  County  was  lauded.  This  com- 
mittee is  considering  the  recommendations  to  be  made 
to  the  Executive  Board  concerning  the  state  association’s 
views  toward  modifying  cards  for  reporting  of  diseases 
to  the  State  Board  of  Health. 

It  was  recommended  to  the  Board  of  Directors  that 
The  Arizona  Medical  Association  be  represented  (by  in- 
vitation) at  the  Arizona  League  of  Nursing  meeting  to 
be  held  in  Tucson  in  April. 

Consideration  of  pending  legislation  concerning  nurs- 
ing homes  and  of  standards  of  licensure  of  practical 
nurses  was  held  and  recommendations  were  made  to 
the  Board  of  Directors. 

In  the  field  of  mental  health,  a recommendation  of 
the  Professional  Committee  that  the  proposed  acts  relat- 
ing to  professions  and  occupations  providing  for  the 
establishment  of  a state  examining  board  in  psychology 
and  requiring  certification  of  psychologists,  etc.,  be  ap- 
proved, was  forwarded  to  the  Board  of  Directors  for  its 
consideration. 

The  Eighth  Annual  Conference  of  Mental  Health 
Representatives  of  State  Medical  Associations  was  held 
in  Chicago,  February  2-3,  1962.  Two  representatives 
from  the  Arizona  Medical  Association  were  in  atten- 
dance. Dr.  Lindsay  E.  Beaton  gave  the  keynote  speech 
at  the  conference  and  this  committee  commended  him 
for  a speech  which  was  well  received.  The  Professional 
Committee  adopted  resolutions  aimed  to  encourage  Blue 
Cross-Blue  Shield  participation  in  the  treatment  of 
mental  diseases.  Such  resolutions  were  forwarded  to  the 
Executive  Committee  for  its  consideration. 

A recommendation  was  forwarded  that  the  state  medi- 
cal association  favor  establishment  of  an  intermediate 
institution  for  boys  near  Tucson  or  Phoenix  where  suit- 
able consultative  services  would  be  available. 

The  Professional  Committee  considered  the  subject 
of  venereal  diseases  and  found  that  a marked  inade- 
quacy of  case  reporting  of  these  diseases  was  a prime 
reason  for  inadequate  knowledge  of  the  total  cases 
occurring  in  the  state. 

The  Professional  Committee  set  up  and  held  a panel 
discussion  on  air  pollution.  Men  eminent  in  this  field 
were  guests  of  the  committee.  Among  those  attending 
were  Louis  R.  Jurwitz,  meteorologist,  Phoenix;  Orville 
K.  McCullough  and  Alfred  Carr,  members  of  Maricopa 
County  Committee  on  Water  and  Air  Pollution. 

Other  guests  for  this  panel  discussion  were  Dr.  Stan- 


ford Farnsworth;  Dr.  Bertram  L.  Snyder;  and  Dr.  Lloyd 
M.  Farner,  Commissioner,  Arizona  State  Department  of 
Health.  A transcript  of  this  discussion  was  transmitted 
to  the  Board  of  Directors.  It  has  been  requested  that 
the  transcript  or  a summary  of  this  report  be  published 
in  ARIZONA  MEDICINE. 

It  was  recommended  by  the  Professional  Committee 
that  the  Arizona  State  Legislature  be  encouraged  to 
consider  these  matters  and  give  them  its  urgent  atten- 
tion. 

Robert  B.  Leonard,  M.D. 

Chairman 
Professional  Committee 


BENEVOLENT  AND  LOAN  FUND 

COMMITTEE 

1961-62  Annual  Report 

The  meetings  of  the  Benevolent  and  Loan  Fund  Com- 
mittee were  held  July  9,  1961  and  September  14,  1961. 

The  function  of  this  committee  is  to  review  and 
recommend  the  disbursement  of  financial  assistance  to 
resident  Arizona  medical  students  limited  to  $1,500 
per  year  per  student,  from  its  loan  fund. 

To  qualify,  such  student  must  be  initially  an  Arizona 
resident  of  good  moral  character;  in  good  standing  or 
accepted  for  registration  and  in  attendance  in  a medi- 
cal college  or  school  that  is  approved  for  such  training 
by  the  Association  of  American  Medical  Colleges  and 
the  Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association;  provide  personal  life  in- 
surance payable  to  The  Arizona  Medical  Association, 
Inc.,  in  the  amount  of  the  maximum  loans  permitted, 
or  $6,000;  sign  promissory  notes  to  repay  such  loans 
at  6%  rate  of  interest,  this  interest  to  begin  only  on 
completion  of  a one-year  internship,  the  loan  and  inter- 
est to  become  due  at  a rate  of  $1,000  or  more  per 
annum  one  year  following  completion  of  internship. 

On  failure  to  comply  with  any  of  the  foregoing  provi- 
sions, the  interest  may  be  assessed  at  once  and  the  loan 
and  interest  become  due  and  payable  in  full.  The  dis- 
bursement of  such  funds  is  arranged  by  the  Trust  De- 
partment of  the  Valley  National  Bank  of  Phoenix,  Ari- 
zona. 

During  the  year  1961-62  the  following  loan  applica- 
tions to  medical  schools  and  colleges  were  processed 


and  approved: 

NAME  SCHOOL  AMOUNT 

Ray  D.  Plughes,  Jr.  — University  of  Colorado.  . . .$1,500 

Neil  A.  DeLeeuw  — Baylor  University  1,500 

Richard  S.  Schooler  — Creighton  University.  . . . 1,500 

Paul  B.  Comer  — Baylor  University  1,500 

Thomas  M.  Hudak  — University  of  Michigan.  . . . 1,500 
David  T.  Eicher  — University  of  Colorado  ....  1,500 

Jesse  R.  Rich  — University  of  Utah  1,500 

Charles  A.  Frazer  — Tulane  University 1,500 
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Lester  S.  Goldstein  — University  of  Oregon 1,500 

William  H.  Lawson  — University  of  Colorado.  . 1,000 

Eugene  H.  Seymour  — Baylor  University  1,500 

Leslie  J.  Belsher  — Stanford  University 1,000 


$17,000 

The  financial  status  of  the  Benevolent  and  Loan  Fund 
Committee  has  been  of  some  concern.  Initial  funds  for 
disbursement  to  medical  students  in  1960  were  $43,- 
105.39.  Thirteen  loans  were  previously  expended  which 
amounted  to  $17,400. 

After  the  approval  and  disbursement  of  funds  for  the 
school  year  ending  June  1962,  a total  of  $9,231.11  will 
be  available  for  future  use.  The  benevolent  portion  of 
the  fund  is  currently  $5,464.40. 

In  view  of  the  above,  it  is  the  recommendation  of 
the  committee  to  The  Arizona  Medical  Association,  Inc. 
that  50%  of  the  current  AMEF  assessment  of  $10  per 
active  member  annually  be  retained  for  the  loan  fund 
for  five  years  certain  and  that  there  be  a re-evaluation 
of  the  program  at  that  time. 

The  Benevolent  and  Loan  Fund  Committee,  as  direct- 
ed by  the  Board  of  Directors  of  The  Arizona  Medical 
Association,  Inc.,  has  reviewed  resolution  No.  9 adopted 
as  amended  by  the  House  of  Delegates  April  28,  1961, 
providing  for  the  “Implementation  of  Voluntary  Com- 
bined Student  Loan,  Disability  and  Retirement  Plan  for 
Physicians.”  It  has  submitted  a resolution  to  the  Board 
of  Directors  on  the  student  loan  fund  portion. 

The  Benevolent  and  Loan  Fund  Committee  further 
recommends  that  no  action  be  taken  by  The  Arizona 
Medical  Association,  Inc.  at  this  time  referable  to  estab- 
lishment of  a disability  and  retirement  plan  for  phy- 
sicians. 

The  committee  wishes  to  acknowledge  the  generous 
contributions  during  the  past  year  of  $510.  It  is  the 
hope  of  the  committee  that  further  contributions  will  be 
made  by  physicians  and  friends  of  the  medical  profes- 
sion who  are  interested  in  giving  financial  assistance 
to  medical  students. 

Donald  K.  Buffmire,  M.D. 

Chairman 

Benevolent  and  Loan  Fund  Committee 


INDUSTRIAL  RELATIONS  COMMITTEE 
1961-62  Annual  Report 

Committee  Membership: 

Dr.  John  H.  Ricker,  chairman 
Dr.  John  F.  Currin 
Dr.  Juan  E.  Fonseca 
Dr.  Oscar  W.  Friske 
Dr.  Charles  P.  Neumann 
Dr.  Robert  W.  Weber 

The  committee  met  regularly,  usually  the  first  Monday 
of  each  month  following  their  meeting  as  a Medical 
Advisory  Board  to  the  Industrial  Commission.  The  prob- 
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lems  discussed  were  similar  to  those  discussed  in  the 
past.  For  the  most  part  the  problems  were  the  matter 
of  fee  adjustment. 

In  some  cases  there  was  no  actual  fee  for  the  serv- 
ice rendered  and  it  was  up  to  the  committee  to  help 
the  commission  set  a satisfactory  fee.  Many  of  the 
cases,  however,  involved  a question  of  the  doctor  not 
understanding  the  fee  schedule  or  charging  more  than 
the  fee  schedule. 

In  every  case  where  there  was  a decision  against 
the  doctor,  he  was  told  that  he  could  appear  before 
the  committee  if  he  did  not  approve  of  the  decision. 
In  many  instances  a charge  was  not  justified  by  the 
amount  of  information  sent  in.  Many  fee  adjustments 
were  made  including  additions  to  the  medical-surgical 
fee  schedule. 

The  question  of  whether  it  was  ethical  for  a physician 
to  own  and  operate  a pharmacy  and  order  what  seem- 
ed to  be  a large  amount  of  drugs  from  this  pharmacy 
was  brought  up.  This  problem  was  turned  over  to  the 
Professional  Relations  Committee  of  the  Maricopa  Coun- 
ty Medical  Society. 

It  was  pointed  out  to  the  Industrial  Commission  that 
there  were  many  cases  seen  by  the  Medical  Advisory 
Board  that  apparently  had  been  accepted  without  evi- 
dence of  definite  injury,  also  that  there  was  too  much 
treatment  without  authorization  or  proper  consultation. 
The  problem  of  unauthorized  physical  therapy  was  dis- 
cussed and  recommendations  made. 

There  was  a general  discussion  of  the  fee  schedule 
with  special  reference  to  the  fees  for  complete  exam- 
ination. 

It  was  the  policy  this  year  for  the  chairman  of  tile 
committee  to  go  over  the  agenda  for  the  next  committee 
meeting  with  the  claims  department  in  order  to  expe- 
dite the  meeting. 

It  was  found  that  many  of  the  members  of  the  Ad- 
visory Board  were  not  aware  of  the  true  significance  or 
purpose  of  the  Industrial  Relations  Committee. 

Throughout  the  year  this  committee  has  found  that 
the  Industrial  Commission  has  been  more  than  coopera- 
tive with  problems  having  to  do  with  doctor  and  ICA 
relationship.  The  Commission  has  bent  over  backward 
to  accept  and  carry  out  the  recommendations  of  the 
Industrial  Relations  Committee. 

We  are  most  fortunate  that  we  have  such  a fine  group 
of  people  heading  the  Industrial  Commission.  It  would 
be  very  easy  for  them  to  be  arbitrary  about  fees  and 
other  decisions. 

We  have  the  following  recommendations  to  make: 

1.  That  some  revision  of  the  medical  and  surgical  fee 
schedule  be  made  with  particular  reference  to  elim- 
inating individual  consideration  cases. 

2.  That  a letter  of  full  explanation  as  to  the  purpose 
of  the  Industrial  Relations  Committee  and  the 
duties  of  the  members  should  be  sent  out  to  all 
new  members  when  appointed. 

John  Ricker,  M.D. 

Chairman 

Industrial  Relations  Committee 
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Imagine  your  Convalescence  in  this  Picture 


Note  the  Executone  Intercom  to  the  Nurses  Station;  for  your  Radio  or  T.V. 
for  your  Instant  Attention;  Living  Room  Decor  with  pull  down  Reading 
Lamps  and  Modern  Lounge  Furniture;  Private  Phone;  Bright  but  Soft  Color 
combinations  with  cheerful  window  drapes. 

AROUND  THE  CLOCK  REGISTERED  NURSE  SERVICE 
ADMISSION  BY  REFERRAL  OF  YOUR  DOCTOR  OF  MEDICINE 

COST?  — A modest  $14.00  per  day  is  the  starting  rate. 

wmftf 

Phone  or  Write 

WHITE  ANGEL  INN 

277-6651 
1845  East  Thomas  Road 

CONVALESCENT 

Phoenix,  Arizona  □□  INN  □□ 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 


brand  of  phenylephrine  hydrochloride 


hydrochloride 


LABORATORIES 
New  York  18,  N.Y. 


NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.1'3  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (1/2%)  and  children 
(V4%),  in  dropper  bottles  of  Va,  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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from  boutonneuse  fever  in  Africa 


Whether  treating  boutonneuse  fever,  bronchopneumonia,  or  a host  of  other 
infections,  physicians  throughout  the  world  continue  to  rely  on  the  effective- 
ness, relative  safety,  and  exceptional  toleration  of  Terramycin  in  broad-spec- 
trum antibiotic  therapy.  This  continuing  confidence  is  based  upon  thousands 
of  published  clinical  reports  and  successful  experience  in  millions  of  patients. 
The  next  injection  you  see  will  more  than  likely  be“Terra-responsive.>> 


ence  for  the  world’s  well-being®  (PJlZCr)  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York  17,  New  York 


IN  BRIEF  \The  dependability  of  Terramycin 
in  daily  practice  is  based  upon  its  broad  range  of 
antimicrobial  effectiveness,  excellent  toleration, 
and  low  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organ- 
isms may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  to  Terramycin 
are  rare.  For  complete  information  on  Terra- 
mycin dosage,  administration,  and  precautions, 
consult  package  insert  before  using. 

More  detailed  professional  information  avail- 
able on  request. 



Bontonneuse  fever  is  a tick-borne,  acute,  febrile 
disease  often  affecting  children.  The  bite  site 
becomes  a small,  necrotic  ulcer.  A striking  mac- 
ular or  maculopapular  eruption  develops  on  the 
trunk,  palms  and  soles.  Onset  is  sudden,  with 
chills,  high  fever,  violent  headache  and  lassitude. 
The  high  temperature -up  to  103  ° F.-charac- 
teristic  of  both  boutonneuse  fever  and  broncho- 
pneumonia, drops  rapidly  following  initiation 


■ramycin  therapy. 


o bronchopneumonia  in  Arizona 


BRAND  OF  OXYTETRACYCLI NE 

I P rm  munin  caPsules  • syrup  • pediatric  drops 
IOI  I dl  I I YOII  I intramuscular  solution  • intravenous 


also  available  with  nystatin  as  terrastatin®  (capsules  and  oral  suspension) 


in  the  bath 
"soothed  the  skin 
diminished  itch 
decreased 
inflammation” 
in  dry,  pruritic 
skin  disorders 

SENILE  DERMATOSES 
ATOPIC  DERMATITIS 
PSORIASIS 
STASIS  DERMATITIS 
CONTACT  DERMATITIS 
LOCALIZED 
NEURODERMATITIS 
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BENEFICIAL  RESULTS  were  obtained  with  SARDO  in  the  bath  in  122  of  135  patients  (90%) 
with  dry,  itchy  skin  conditions,  in  most  cases  with  beneficial  effect  ''after  the  first  bath.” 
Dryness  was  allayed  in  all  cases,  and  associated  itching  "either  completely  relieved  or 
greatly  improved.”  No  irritation  or  sensitization  was  observed. 

This  new  study  corroborated  others2  4 showing  that  SARDO  helps  re-establish  the  normal 
physiologic  lipid-aqueous  skin  balance. 

Pleasant,  easy-to-use  SARDO  releases  millions  of  microfine  water-dispersible  globules*  in 
the  bath.  Bottles  of  4,  8 and  16  oz.  ©1962  *Patent  pending  t.m. 

1.  Borota,  A.,  and  Grinell,  R.  N.: 

J.  Amer.  Geriatrics  Soc.,  10:413,  1962. 

2.  Spoor,  H.  J.:  N.  Y.  State  J.  M.  58:3292, 1958. 

3.  Lubowe,  1. 1.:  Western  Med.  1:45, 1960. 

4.  Weissberg,  G.:  Clin.  Med.  7:1161, 1960. 


SAMPLES  and  literature  available  from  . . . 

SARDEAU,  INC. 

75  East  55th  Street,  New  York  22,  N.  Y. 
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Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Against  the  formidable  and  ubiquitous  Staphylococcus  aureus, 
PANALBA*  gives  you  a powerful  weapon.  PANALBA  is  a selective 
combination  of  novobiocin  (for  its  unique  effectiveness  against 
staph)  and  tetracycline  (for  its  breadth  of  coverage).  From  the  outset, 
your  treatment  has  broader  antibacterial  coverage  resulting  from 
the  simultaneous  administration  of  two  antibiotics  that  complement 
each  other.  They  were  carefully  chosen  for  this  purpose. 

That  is  why  PANALBA  offers  excellent  chances  for  therapeutic  success. 

^TRADEMARK,  REG.  U.S.  PAT.  OFF. 

COPYRIGHT  1962.  THE  UPJOHN  COMPANY 


makes  glaucoma  screening  easier 

"Since  approximately  3 to  4 per  cent  of  those  patients  in  the  forty-and-over  age  group  may  have 
glaucoma,  the  value  of  a routine  measurement  of  the  intraocular  pressure  is  self-evident."1 

Screening  tonometry  for  early  detection  of  glaucoma  can  be  incorporated  conveniently  into  any  physical 
examination  procedure  when  the  eye  is  anesthetized  with  OPHTHAINE,  the  topical  anesthetic  with  the 
shortest  onset  time.  Instillation  of  1 or  2 drops  produces  adequate  anesthesia  in  approximately  20  seconds 
or  less.2'3  OPHTHAINE  anesthesia  is  completely  safe,  because  the  drug  does  not  damage  the  corneal 
epithelium  and  seems  to  be  less  irritating  than  other  agents.4’5'6  The  duration  of  anesthesia  (about  15 
minutes)is  adequate  forremoval  of  foreign  bodies  and  similar  operative  procedures.  In  fact, the  proper- 
ties of  OPHTHAINE  make  it  ideal  for  any  ophthalmologic  procedure  requiring  topical  anesthesia. 

SUPPLY:  Ophthaine  is  supplied  as  a sterile  0.5%  solution  in  plastic  drop-dispensing  bottles  containing  15  cubic  centi- 
meters. REFERENCES:!.  Gordon,  D.M.:  New  YorkJ.  Med.  61 :3649  (Nov.  1)  1961 . 2.  McIntyre,  A.R.;  Lee,  L.W.;  Rasmussen,  J. 

A.;  Kuppinger,  J.C.,  and  Sievers,  R.F.:  Nebraska  State  M.J.  35:100  (Apr.)  1950.  3.  Boozan,  C.W.,  and  Cohen,  I.J.:  Am. 

J.  Ophthat.  36:1619  (Nov.)  1953.  4.  Jervey,  J.W.:  South  M.J.  48:770  (July)  1955.  5.  Leopold,  I.H.:  in  Mod  el  I,  W.:  Drugs  of 
Choice,  1960-1961,  St.  Louis,  C.V.  Mosby  Co.,  1960,  page  699.  6.  Linn,  J.G.,  Jr.,  and  Vey,  E.K.:  Am.  J.  Ophthat. 

40:697  (NOV.)  1955 
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Squibb  Quality— the  Priceless  Ingredient 


SQUIBB  DIVISION 


Olin 
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OPHTHAINE 

Ophthaine®  Is  a Squibb  trademark  SQUIBB  PROPARACAINE  HYDROCHLORIDE 


Long-term  effectiveness  of  METICORTEN  continues 
to  be  demonstrated  in  J.  G.,  the  arthritic  miner  whose 
case  was  first  reported  a year  ago  and  who  is  leading 
a fully  active  life  today,  after  seven  years  of  therapy . 

before  MeticorteN—  Rheumatoid  arthritis  commencing  in  1949  with  severe  shoulder 

joint  pain Subsequent  involvement  of  elbows  and  peripheral  joints  with  swelling  and 

loss  of  function. . , . Complete  helplessness  by  1951  (fed  and  dressed  by  wife). . . . Unable  to 

work  despite  cortisone,  gold  and  analgesics Hydrocortisone  ineffective  in  1954.  since 

MeticorteN  — Prompt  improvement  with  Meticorten,  begun  April  2,  1955. . . . Returned 

to  work  that  same  year Maintained  to  date  on  Meticorten,  10-15  mg. /day,  without 

serious  side  effects  and  without  losing  a day’s  work  at  the  mine  because  of  arthritis. . . . 
Joint  pain  still  controlled  and  full  use  of  hands  and  limbs  maintained.  The  foregoing  information  is  derived  directly 
from  a case  history  provided  by  Joel  Goldman,  M.D.,  Johnstown,  Pa.  Original  photograph  of  Dr.  Goldman’s  patient 
taken  November  10,  1960;  follow-up  photographs,  November  29,  1961.  Meticorten,®  brand  of  prednisone.  For 
complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  New  Jersey.  s-oio 


remember  this 
arthritic  miner, 
doctor? 

he’s  still  working 
after  another 
successful  year 
(his  7th) 
on  Meticorten® 

brand  of  prednisone 


If  the  confusing  array  of  concentric  circles  were  removed,  it  would  be  easy 
to  see  that  the  sides  of  the  square  are  perfectly  straight. 

Likewise,  when  claims  of  “price”  and  “blood  level”  advantages  are  viewed 
in  proper  perspective,  it  becomes  clear  that  it’s  what  a drug  does  that  counts. 

V-Cillin  K®  achieves  two  to  five  times  the  serum  levels  of  antibacterial  activ- 
ity (ABA)  produced  by  oral  penicillin  G.1  Moreover,  it  is  highly  stable  in 
gastric  acid  and,  therefore,  more  completely  absorbed  even  in  the  presence  of 
food.  Your  patient  gets  more  dependable  therapy  for  his  money  . . . and  it’s 
therapy  he  really  needs. 

For  consistently  dependable  clinical  results 

prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg.  or  V-Cillin  K, 

Pediatric,  in  40  and  80-cc.-size  packages.  Each  5-cc.  teaspoonful  con- 
tains 125  mg.  crystalline  potassium  penicillin  V. 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly)  (penicillin  V potassium) 

1.  Griffith,  R.  S.:  Antibiotic  Med.  & Clin.  Therapy,  7/129,  1960. 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult 
manufacturer’s  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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The  Diagnosis  And  Treatment 
Of  Coccidioidomycosis 

William  A.  Winn,  M.D. 


This  excellent  review  of  coccidioidomycosis  deserves  the  attention  of 
| every  Arizona  physician.  The  use  of  Amphotericin  B in  the  treatment  of 
disseminated  coccidioidomycosis  and  meningitis  is  described  in  detail.  It 
||  represents  an  important  contribution  to  the  control  of  our  most  important 
indigenous  disease. 


OCCIDIOIDOMYCOSIS  assumes  increasing 
importance  as  an  infectious  disease  be- 
cause of  the  constant  population  flow  into  the 
endemic  area,  particularly  the  central  valley  of 
California  (San  Joaquin)  and  southern  Arizona. 

New  arrivals  into  these  endemic  zones  are  for 
the  most  part  nonimmune  and  therefore  suscep- 
tible to  primary  infection  by  C.  immitis.  In  the 
areas  of  highest  endemicity,  infections  occur  at 
a maximum  rate  of  25  per  cent  per  year  and 
ultimate  infection  of  each  resident  would  ap- 
pear inevitable.  ( 1 ) 

In  view  of  the  above,  Birsner’s  estimate  of 
35,000  cases  of  primary  coccidioidomycosis  yearly 
is  probably  low. (2)  Vacationists  attracted  to 
these  resort  lands,  who  become  ill  with  primary 
coccidioidomycosis  after  returning  home  ( one  to 
three  weeks  incubation  period),  also  give  to  the 
disease  increasing  national  importance. 

The  degree  of  current  medical  interest  is  indi- 
cated by  over  575  papers  that  have  appeared  in 
the  scientific  literature  in  the  past  decade  con- 
cerning various  aspects  of  coccidioidomycosis. 
These  form  a part  of  Cheu’s  comprehensive  col- 
lection which  is  maintained  at  the  Veterans  Ad- 
ministration Hospital  in  Fresno,  California. 

In  view  of  all  this,  C.  E.  Smith  puts  it  well 
when  he  states  that,  “We  can  only  be  thankful 


Read  at  a meeting  at  the  Tucson  Medical  Center,  November 
17,  1961. 

Medical  Director,  Tulare-Kings  Counties  Hospital,  Springville, 
California. 


that  it  seems  more  charitably  inclined  to  man 
than  man  is  to  it.”  ( 1 ) 

Clinical  Onset 

The  clinical  onset  of  primary  coccidioidomy- 
cosis is  that  of  a respiratory-type  illness,  accom- 
panied by  fever  and  chest  pain.  There  are  usu- 
ally mild  chills,  associated  with  generalized  mus- 
cle soreness,  headache,  backache,  and  a dry  or 
slightly  productive  cough.  Weakness  and  an- 
orexia are  usually  present  and  may  progress 
until  the  patient  is  prostrate. 

Arthralgia  (desert  rheumatism)  is  somewhat 
less  common  and  may  be  accompanied  by  peri- 
articular swelling,  especially  of  the  knees  and 
ankles. 

In  one  out  of  five  female  patients,  but  in  only 
one  out  of  twenty  male  patients,  a skin  rash 
develops  (erythema  nodosum  or  erythema  mul- 
tiforme ) . 

The  nodose  lesions  are  the  more  common, 
usually  appearing  over  the  anterior  surfaces  of 
the  legs  and  thighs,  and  being  somewhat  less 
frequent  on  the  upper  extremities. 

They  consist  of  painful,  reddish-purple,  nodu- 
lar areas  that  vary  in  diameter  from  1 to  10  cm. 
and  persist  for  two  or  three  weeks,  leaving 
brownish-purple  areas  of  temporary  pigmenta- 
tion. The  multiforme  type  lesions,  which  are 
less  common,  are  characteristically  located  on 
the  upper  extremities,  and  including  the  face. 
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neck,  scalp  and  thorax. 

These  skin  rashes  mark  the  period  of  skin 
hypersensitivity  that  follows  two  or  three  weeks 
after  the  initial  infection.  They  are  important 
because  they  serve  to  call  attention  to  the  exist- 
ence of  underlying  coccidioidal  disease  which 
might  otherwise  remain  unrecognized. 

To  confirm  a diagnosis  of  suspected  primary 
eoceidioidomycosis,  the  coccidioidin  skin  test 
is  helpful. 

Skin  sensitivity,  manifested  by  induration,  may 
not  develop  until  the  third  or  fourth  week  fol- 
lowing the  initial  infection.  Therefore,  if  a skin 
test  is  negative  early  in  the  illness,  it  should  be 
repeated  10  to  14  days  later. 

Serological  Studies 

When  the  patient  is  found  to  be  skin  sensitive 
to  coccidioidin,  serological  evaluation  becomes 
important.  C.  E.  Smith  has  made  outstanding 
contributions  in  the  development  of  serological 
testing  in  coccidioidal  disease.  (3,  4) 

Usually,  these  tests  will  not  only  confirm  the 
diagnosis,  but  also  serve  as  reliable  criteria  for 
the  severity  and  prognosis  of  the  infection.  Such 
serologic  study,  correctly  performed  and  inter- 
preted, makes  it  unnecessary  to  isolate  C.  immitis 
for  diagnostic  confirmation. 

Smith  states  that  such  tests  are  successful  in 
92  per  cent  of  patients  with  primary  coccidioid- 
omycosis who  are  clinically  ill. (4) 

In  patients  with  residual  pulmonary  lesions 
the  humoral  antibodies  are  so  minimal  that  in 
only  60  per  cent  does  serology  indicate  the  diag- 
nosis. Therefore,  negative  serologic  tests,  and 
even  a negative  coccidioidin  skin  test,  do  not  ex- 
clude the  possibility  of  coccidioidal  disease. 

In  disseminated  disease  serologic  studies  are 
always  accurate,  whereas,  due  to  anergy,  coc- 
cidioidin skin  sensitivity  may  no  longer  be  pres- 
ent. 

Only  on  occasion  is  it  necessary  to  establish 
the  diagnosis  by  recovery  of  C.  immitis.  This 
requires  an  experienced  bacteriologist  who  fully 
appreciates  the  hazards  incidental  to  such  cul- 
tural procedures,  especially  if  nonimmune  per- 
sonnel are  present. 

Cultural  growth  on  Sabouraud’s  medium  can 
be  obtained  from  draining  sinuses,  skin  ulcer- 
ations, sputum,  chest  or  spinal  fluid  and  bron- 
choscopic  or  gastric  wash  material. 

Histologic  diagnosis  is  possible  by  biopsy  of 
sinus  tracts,  infected  lymph  nodes,  skin  ulcers 
or  surgical  tissue. 


Characteristic  tubercle  and  foreign  body  giant 
cell  formation  does  not  differentiate  between 
tuberculosis  and  coccidioidomycosis,  and  special 
tissue  stains  become  necessary  to  demonstrate 
either  Mycobacterium  tuberculosis  (Ziehl-Neel- 
sen),  or  C.  immitis  (Hotchkiss-McManus  or 
periodic  acid -Schif f ) . 

Coccidioidomycosis  has  many  alleviating  as- 
pects. In  two-thirds  of  initially  infected  people 
the  illness  produced  is  so  mild  that  they  may  not 
seek  medical  attention  and,  following  recovery, 
they  are  endowed  with  a lasting  immunity.  The 
remaining  third  are  sick  enough  to  require  medi- 
cal attention,  and  in  many  of  these  the  chest 
roentgenogram  reveals  changes  within  the  lungs. 
(Fig.  One,  I-A.) 

The  suppressive  action  of  Amphotericin  B 
should  be  considered  when  an  extending  pneu- 
monitis or  pulmonary  infiltrate  accompanies  the 
initial  infection,  and  especially  when  an  elevat- 
ing titer  of  complement  fixation,  at  or  above 
the  1:64  dilution,  becomes  apparent. 

Such  unusual  activity  of  the  primary  infection, 
indicated  by  the  findings  on  the  chest  film,  the 
serologic  changes,  and  illness  of  unusual  sever- 
ity, can  be  indicative  of  impending  or  threaten- 
ing dissemination. 

Consideration  of  Factors 

Amphotericin  B therapy  should  be  considered 
for  such  patients  and  the  decision  for  its  use  ex- 
pedited by  such  factors  as  racial  susceptibility 
(greater  tendency  for  dissemination  in  the  Fili- 
pino, Negro  and  Mexican),  or  an  extensive  pul- 
monary involvement  including  regional  lymph 
node  changes,  severe  prostrating  illness,  the  ex- 
istence of  pregnancy,  or  perhaps  the  finding  of 
C.  immitis  in  a primary  pleuritic  effusion. 

Any  such  implication  that  coccidioidal  infec- 
tion had  become  dangerous  to  the  patient,  or  that 
there  was  possible  failure  of  focalization  of  the 
initial  infection  within  the  lung,  would  be  eor- 
robrated  by  a rising  titer  of  serum  complement 
fixation. 

Under  such  situations  a minimum  of  one 
month  of  intravenous  Amphotericin  B is  indi- 
cated. And  because  the  action  against  C.  immi- 
tis is  fungistatic  rather  than  fungicidal,  it  will 
often  become  necessary  to  extend  the  treatment 
period  by  another  one  or  two  months. 

Having  committed  the  patient  to  Amphoteri- 
cin B therapy  on  the  basis  of  such  indications, 
it  remains  necessary  to  employ  the  same  dosage 
and  frequency  of  administration  in  the  treat- 
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ment  of  severe  primary  infection  that  is  threat- 
ening to  disseminate,  as  in  disseminating  dis- 
ease, in  order  to  obtain  serologic  evidence  of 
adequate  response,  indicated  by  a lowering  of 
the  titer  of  complement  fixation. (5) 

Such  serologic  evaluation  provides  the  ulti- 
mate criterion  for  the  true  effectiveness  of  Am- 
photericin B in  coccidioidal  disease. 

Another  important  group  of  patients  are  those 
with  pulmonary  roentgenographic  changes  of 
residual  type,  which  appear  in  about  5 per  cent 
of  those  who  have  recovered  from  the  initial 
infection.  (Fig.  One,  I-B.) 

Direction  of  Medical  Treatment 

In  acute  primary  coccidioidomycosis,  medical 
treatment  is  directed  toward  successful  foealiza- 
tion  of  the  initial  infection  and  the  prevention  of 
dissemination. 

It  appears  impossible  to  avoid,  by  any  pres- 
ently available  treatment,  the  development  of 
chronic  residual  pulmonary  changes  that  follow 
the  initial  infection. 

Serial  chest  roentgenograms  become  important 
and  should  be  made  every  three  months  for  at 
least  a year  following  recovery  from  primary 
coccidioidomycosis  to  facilitate  discovery  of  such 
residual  pulmonary  lesions.  Otherwise,  they  may 
be  found  only  when  a patient  happens  to  have 
a routine  chest  film  or  is  brought  to  the  radiolo- 
gist because  of  the  onset  of  pulmonary  bleeding. 

Residual  nodular  changes  ( coccidioidoma ) 
may  also  simulate  malignant  lesions  and  require 
exploratory  thoracotomy,  which  could  be  avoided 
if  such  serial  roentgenographic  studies  were  ob- 
tained following  primary  coccidioidal  infection. 
The  medical  or  surgical  management  of  the  resi- 
dual pulmonary  coccidioidal  lesions  has  been 
described  in  previous  reports.  (6,  7,  8,  9) 

The  correct  therapeutic  approach  toward  the 
group  of  residual  pulmonary  lesions  will  de- 
pend upon  their  correct  recognition  as  being  of 
coccidioidal  origin  and  an  understanding  of 
their  development  and  potentialities. 

The  choice  between  medical  management  and 
surgical  extirpation  should  be  based  upon  def- 
inite criteria  and  with  proper  conservatism. 

It  is  generally  agreed  that  existence  of  these 
lesions,  per  se,  does  not  indicate  a very  high 
level  of  activity  of  the  coccidioidal  infection. 
Only  infrequently  has  progressive  disease  re- 
sulted from  pulmonary  cavities  or  nodular  den- 
sities. 

( Continued  on  following  page) 
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Figure  One 

COCCIDIOIDOMYCOSIS 
A System  of  Classification 

I.  PRIMARY  COCCIDIOIDOMYCOSIS 

A.  The  primary  pulmonary  lesion  (roentgenographic) 

1.  Pneumonitis  (2-6  weeks  duration) 

2.  Infiltration  (Over  6 weeks  duration) 

3.  Consolidation 

4.  Lymphadenitis,  hilar 

5.  Cavitation,  transient 

6.  Nodular  densities,  single  or  multiple 

7.  Pleural  effusion 

8.  Mixed  lesions,  protean 

B.  Residual  pulmonary  lesion  (roentgenographic) 

1.  Coccidioidoma  (solid,  round  focus) 

Nearby  satellite  densities  often  present. 

2.  Coccidioidal  abscess  (thick  walled) 

Nearby  satellite  densities  often  present. 

3.  Cavitation  (cyst-like,  thin  walled) 

4.  End  point  lesion  (calcification,  fibrosis,  local- 

ized bronchiectasis) 

C.  Extending  pulmonary  lesion  (roentgenographic) 

A local  extension  of  any  of  the  primary  or  resi- 
dual lesions,  but  confined  to  the  same  hody  sys- 
tem without  widespread  dissemination. 

1.  Infiltrate,  progressive 

2.  Coccidioidoma,  enlarging 

3.  Coccidioidoma,  excavating 

4.  Coccidioidoma,  becoming  multiple 

5.  Cavitation,  enlarging 

6.  Cavitation,  becoming  multiple 

7.  Cavitation,  transpleural  rupture 

8.  Cavitation,  recurrent 

II.  DISSEMINATING  COCCIDIOIDOMYCOSIS  (by 

systemic  involvement) 

Acute:  Less  than  6 months  duration. 

Chronic:  More  than  6 months  duration. 

A.  Respiratory 

1.  Laryngopharyngeal 

2.  Tracheobronchial 

3.  Lung 

4.  Pleural 

5.  Thoracic  wall 

B.  Lymphatic 

C.  Skeletal 

D.  Cutaneous 

E.  Peripheral  granuloma 

F.  Visceral  and  peritoneal 

G.  Urogenital 

H.  Cardiac 

I.  Eye 

J.  Meningeal 

1.  Of  hematogenous  origin 

2.  By  direct  extension 

III.  PRIMARY  EXTRAPULMONARY  COCCIDIOIDO- 
MYCOSIS 

Infection  by  primary  cutaneous  inoculation,  usually 
with  secondary  lymphadenopathy  (chancriform  syn- 
drome). 
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( Continued  from  preceding  page) 

The  surgical  removal  of  pulmonary  cavita- 
tion and  coccidioidal  abscesses  should  be  con- 
sidered if:  1)  Repeated  pulmonary  hemorrhage 
occurs,  2)  Cavitation  or  abscesses  continue  to 
enlarge,  3)  A subpleural  location  of  a cavity  or 
abscess  threatens  transpleural  rupture,  4)  When 
a residual  cavity  sometimes  becomes  secondarily 
infected,  and  5)  when  a solid  nodular  density 
( coccidioidoma ) sometimes  softens  and  exca- 
vates. 

These  chronic  and  residual  lung  changes  show 
little  response  to  Amphotericin  B.  There  may  re- 
main, however,  the  need  for  coverage  by  this 
fungistatic  agent  when  their  surgical  excision  is 
indicated.  This  consists  of  the  intravenous  ad- 
ministration of  Amphotericin  B for  a three-weeks 
period  both  preceding  and  following  the  sur- 
gical procedure. 

Such  preoperative  preparation  promises  to  not 
only  lower  the  incidence  of  approximately  13 
per  cent  serious  postoperative  complications,  as 
reported  by  Melick(lO),  but  can  minimize  the 
amount  of  lung  tissue  necessary  to  remove  by 
permitting  segmental  or  wedge  resections,  for 
example,  in  place  of  lobectomies. 

It  is  important  to  differentiate  chronic  extend- 
ing primary  infection  from  disseminating  disease. 
(Fig.  One,  IC). 

Lesion  Changes 

Not  infrequently,  coccidioidal  pulmonary  le- 
sions of  residual  type  will  undergo  local  changes, 
waxing  and  waning  in  their  roentgenographic 
appearance.  Such  lesions  do  not  ordinarily  re- 
activate or  spread  locally  as  tuberculosis  does, 
nor  does  this  local  activity  ordinarily  result  in 
widespread  dissemination.  These  roentgeno- 
graphic signs  of  local  activity  must  not  be  con- 
fused with  dissemination.  And  serological  eva- 
luation becomes  as  important  as  the  chest  roent- 
genogram if  one  is  to  avoid  confusion  in  this 
respect. 

The  use  of  Amphotericin  B may  be  indicated 
in  such  instances  of  local  activity.  And  occa- 
sionally it  may  become  necessary  to  augment  this 
with  definitive  surgical  procedures.  ( 11 ) 

Disseminating  coccidioidomycosis,  when  un- 
treated, has  been  associated  with  a 50  per  cent 
mortality. 

This  serious  complication  is  fairly  uncommon 
among  the  general  group  of  patients  infected 
each  year  (about  1 per  1,000).  But  it  occurs 
twenty  to  thirty  times  as  often  in  the  Negro 


and  Filipino  as  in  the  Caucasian. 

The  involvement  in  disseminating  disease  is 
usually  multi-systemic,  (Fig.  One,  II)  with  the 
exception  of  meningeal  infection  which  often  oc- 
curs as  the  only  manifestation  of  extension  from 
the  primary  focus.  Detailed  description  of  the 
changes  produced  by  dissemination  have  been 
covered  in  the  literature.  (12,  13) 

Again  it  should  be  emphasized  that  a rising 
titer  of  serum  complement  fixation  is  of  primary 
importance  in  heralding  dissemination,  and  ele- 
vation above  the  1:64  serum  dilution  requires 
immediate  consideration  for  the  intensive  use 
of  Amphotericin  B. 

Need  Cited 

In  dealing  with  coccidioidal  disease  physi- 
cians have  felt  the  need  for  an  effective  anti- 
fungal agent  that  could  be  used  for:  1)  The 
control  of  severe  primary  coccidioidomycosis, 
2 ) The  arrest  of  dissemination,  including  coccid- 
iodal  meningitis,  3)  The  healing  of  peripheral 
granulomas  and  abscesses,  4)  Surgical  coverage 
to  prevent  the  occasional  severe  complications 
( 13  per  cent ) that  follow  surgical  manipula- 
tion, (10)  and  5)  Protection  of  the  pregnant  pa- 
tient who  has  contracted  primary  coccidioidal 
disease. 

Many  compounds  and  antibiotics  have  been 
recommended,  but  adequate  proof  of  their  ef- 
fectiveness has  been  lacking  and  they  have 
been  ultimately  discarded. 

The  isolation  and  availability  of  Amphoter- 
icin B,  reported  by  Gold  in  1956(14)  and  Van- 
deputte  et  al.  ( 15 ) and  its  effectiveness  against 
C.  immitis  in  animals,  as  described  by  Stern- 
berg, (16)  Steinberg,  ( 17)  and  Halde,(18)  soon 
led  to  its  clinical  use  as  reported  by  Littman,(19, 
20)  Seabury,(21)  Colwell,  (22)  Newcomer,  (23, 
24)  Utz,(25,  26)  Klapper,(27)  Winn,(5) 

Smith,  (28)  and  Einstein  (29). 

These  reported  observations  prove  the  effec- 
tiveness of  Amphotericin  B against  not  only 
coccidioidal  disease,  but  other  systemic  fungus- 
produced  diseases. 

Its  use  is  not  indicated  in  the  treatment  of 
primary  coccidioidomycosis  when,  as  is  usual, 
the  disease  is  uncomplicated  and  self-limiting. 
However,  when  the  severity  of  the  primary  in- 
fection and  a rising  titer  of  complement  fixa- 
tion suggests  an  impending  or  threatened  dis- 
semination, the  antibiotic  should  be  given  intra- 
venously in  adequate  amounts. 

Its  fungistatic  effect  has  been  of  value  in  pro- 
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moting  the  healing  of  peripheral  granulomas 
and  abscesses,  including  ulceration  and  lmpha- 
denitis  with  associated  sinus  tracts. 

As  a “covering”  drug  it  deserves  considera- 
tion prior  to  any  type  of  surgical  intervention  or 
removal  of  lesions  harboring  viable  C.  immitis. 

The  reported  tendency  for  active  primary 
coccidioidal  disease  to  disseminate  during  preg- 
nancy (30)  makes  Amphotericin  B a desirable 
prophylactic  in  this  respect. 

The  necessity  for  repeated  intravenous  ad- 
ministration of  Amphotericin  B,  at  intervals  of 
24  to  48  hours,  requires  expert  manipulation  of 
needles  and  careful  use  of  veins  in  order  to  pre- 
serve these  important  portals  of  therapy.  Con- 
siderable rapport  with  the  patient  becomes 
necessary  so  that  the  usual  side  reactions  and 
long  period  of  confinement  in  the  hospital  are 
acceptable.  (5) 

The  usual  intravenous  dose  is  1 mg.  of  Amph- 
otericin B per  kilogram  of  body  weight.  Dur- 
ing the  initial  phases  of  therapy  the  antibiotic 
is  given  daily,  beginning  with  10  mgs.  well  di- 
luted in  500  cc.  of  5 per  cent  dextrose  in  water, 
and  gradually  increasing  the  dosage  to  that  in- 
dicated, and  which  will  require  700-800  cc.  of 
diluent. 

After  two  or  three  weeks  of  such  administra- 
tion the  dosage  may  be  decreased  by  extending 
the  interval  to  every  48  hours  and  maintaining 
a serum  concentration  of  0.5  to  1 mcg/ml. 

BUN  Elevation 

Treatment  can  be  temporarily  interrupted  or 
decreased  if  the  BUN  elevates  excessively  (over 
50  mg.  per  cent),  although  we  have  not  been 
too  much  concerned  with  moderate  BUN  eleva- 
tion. i 

The  necessity  for  controlling  a potentially  fatal 
infection  requires,  in  this  respect,  a considerable 
degree  of  medical  forbearance  on  the  part  of 
the  physician.  Most  observers  agree  that  fol- 
lowing the  initial  discomfort  of  Amphotericin  B 
administration,  that  the  accompanying  side  re- 
actions, including  chills,  fever  and  nausea,  lessen 
in  degree  and  that  there  is  soon  a definite  sense 
of  improvement  felt  by  the  patient. 

Progress  in  the  manufacture  of  the  proprie- 
tary preparation  (Fungizone),  and  particularly 
in  purification,  has  been  accompanied  by  a 
noticeable  reduction  in  the  severity  of  the  side 
reactions  and  also  of  the  measurable  toxic  effects, 
including  in  particular,  BUN  elevation  and  sec- 


ondary anemia. 

Occasional  lowering  of  the  hemoglobin  and 
red  cell  values  indicates  either  bone  marrow 
depression  or  a hemolytic  effect  that  responds 
to  transfusion  of  whole  blood.  Gastrointestinal 
discomfort,  particularly  nausea  and  vomiting, 
may  respond  to  preliminary  administration  of 
Cyclizine  Hydrochloride  ( Marezine ) 50  mg.  or 
dimaleate  prochlorperazine  ( Compazine ) 10  mg. 
intramuscularly. 

Febrile  Reactions 

Chills  and  febrile  reactions  are  frequent,  but 
vary  in  severity  and  can  be  minimized  by  main- 
tenance of  body  temperature  (electric  blankets, 
hot  water  bottles)  and  by  slow  (3  to  4 hours) 
administration  of  the  intravenous  preparation. 
The  periodic  fifteen  minute  “cut-off”  technic  has 
been  found  useful  in  this  respect. 

Salicylates  are  helpful  in  the  control  of  these 
febrile  reactions  if  given  thirty  minutes  before 
the  start  of  administration  and  repeated  in  two 
hours. 

Diphenhydramine  hydrochloride  ( Benadryl ) 
25  to  50  mgs.  may  be  given  along  with  the  salicy- 
late. One  must  use  careful  aseptic  technic  in 
the  preparation  of  intravenous  Amphotericin  B 
solution  because  of  the  known  ineffectiveness  of 
the  antibiotic  against  bacteria. 

It  is  also  not  understood  why  some  patients 
under  intensive  Amphotericin  B therapy  will 
develop  low  serum  potassium  values.  Decreased 
serum  potassium  levels  have  also  been  reported 
by  Hauser  (31)  and  Shields.  (32) 

This  seems  to  be  definitely  related  to  the  ad- 
ministration of  the  antibiotic.  It  poses  the  prob- 
lem as  to  whether  or  not  the  lower  nephron 
type  of  tubular  change  (swollen,  vacuolated 
epithelium  in  the  convoluted  tubules)  that  has 
been  found  in  the  kidneys  of  some  patients  re- 
ceiving Amphotericin  B,  is  due  to  a drug  toxic 
effect  of  the  antibiotic  itself,  or  to  the  effect  of 
hypokaliemia  upon  the  tubule. 

In  a series  of  observations  on  15  patients,  E. 
Rhoades  and  associates  of  the  medical  service 
of  the  Veterans  Administration  Hospital  in  Okla- 
homa City,  Oklahoma,  conclude,  upon  the  basis 
of  plasma  clearances  of  inulin  and  PAH  (sod- 
ium para-amino-hippurate ) , that  Amphotericin 
B alters  the  renal  function  due  to  diffuse  changes 
in  the  kidney  which  affect  not  only  glomerular 
filtration  but  also  renal  plasma  flow. 

They  were  unable  to  demonstrate  any  perman- 
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ent  renal  damage  that  could  be  ascribed  to 
Amphotericin  B,  although  renal  recovery  may 
not  be  as  prompt  and  complete  as  previously 
believed. 

Coccidioidal  Meningitis 

Coccidioidal  meningitis,  which  is  ordinarily 
fatal  within  a year  after  onset  if  untreated,  is 
definitely  responsive  to  combined  intrathecal  and 
intravenous  administration  of  Amphotericin  B. 
(5,29,33) 

It  is  particularly  important  to  recognize  the 
development  of  coccidioiidal  meningitis  early. 
And  the  possibility  must  be  kept  in  mind  when 
the  illness  of  primary  infection  persists. 

The  physician  should  not  hesitate  to  do  a lum- 
bar puncture  and  examination  of  the  spinal  fluid 
if  there  is  headache,  prolonged  fever  or  other 
suggestive  symptoms. 

Routine  examination  of  the  spinal  fluid  should 
be  considered  at  the  end  of  the  first,  second 
and  fourth  months  after  onset  of  primary  coc- 
cidioidomycosis in  a child  or  adult  who  has  pro- 
tracted illness. 

Intrathecal  administration  of  Amphotericin  B 
can  be  carried  out  via  the  lumbar  canal  or  the 
cisterna  magna.  The  latter  is  preferred  because 
it  is  closer  to  the  base  of  the  brain  or  chief  site 
of  the  meningeal  infection  and  avoids  a sub- 
acute arachnoiditis  that  occasionally  complicates 
injections  in  the  lumbar  area. 

When  intensive  treatment  of  coccidioidal  men- 
ingitis is  necessary,  a hospital  regimen  of  intra- 
venous and  intrathecal  Amphotericin  B would 
consist  of  lumbar  injections  of  not  over  0.5  mg., 
and  cisternal  injections  of  the  same  dosage  on 
alternate  days. 

Concurrent  intravenous  administration  would 
be  given  at  24  or  48  hour  intervals  in  order  to 
maintain  a serum  level  within  the  therapeutic 
range  of  0.5  to  1.0  meg. /ml. 

Importance  of  Early  Treatment 

The  early  treatment  of  coccidioidal  meningitis 
is  most  important,  as  in  the  successful  manage- 
ment of  tuberculous  meningitis.  The  insidious 
onset  of  coccidioidal  meningitis  and  the  slow 
development  of  recognizable  symptoms  and 
signs  require  the  physician  to  remain  ever  alert 
to  the  possibility. 

Persistent  headache  or  neckache,  accompan- 
ied by  increasing  lassitude  and  drowsiness  and 
low  grade  fever,  may  herald  meningeal  involve- 
ment. The  spinal  fluid  is  usually  under  increased 


pressure  and  pleocytosis  is  present,  varying  from 
a few  hundred  cells,  mostly  polymorphonuclear 
leucocytes,  to  several  thousand  per  cu.  mm. 

Later  in  the  course  of  the  disease  lymphocytic 
cells  come  to  predominate.  The  spinal  fluid  pro- 
tein content  is  increased  and  the  quantitative 
sugar  reduced. 

A first  zone  colloidal  gold  curve  may  be  pres- 
ent. Cultures  may  be  positive  for  C.  immitis. 

C.  E.  Smith  states  that  three-fourths  of  pa- 
tients with  meningeal  infection  will  show  com- 
plement fixation  in  the  spinal  fluid  and  that  this 
is  confirmatory  of  the  diagnosis. (4) 

One-fourth  of  patients  will  not  show  fixation 
of  the  complement  in  the  spinal  fluid  despite 
the  presence  of  coccidioidal  meningitis. 

Continued  Therapy 

After  discharge  from  the  hospital,  an  outpa- 
tient regimen  of  suppressive  Amphotericin  B 
cisternal  therapy  is  continued.  This  is  compat- 
ible with  ordinary  occupational  or  school  rou- 
tines. 

Weekly  injections  are  given  of  0.5  mg.  into  the 
cisterna  magna.  Freshly  made  dilutions  using 
sterile  distilled  water  and  a concentration  of 
0.25  mg.  of  Amphotericin  B per  cc.  are  used 
in  all  intrathecal  administrations.  A starting 
dose  of  0.1  cc.  of  the  above  dilution  is  used 
and  gradually  increased  until  2 cc.  can  be  given 
without  excessive  discomfort. 

In  the  lumbar  area  the  sites  of  injection  are 
altered,  using  levels  above,  even  with,  and  below 
the  iliac  crest.  We  believe  it  is  important  to 
continue  planned  interval  therapy  as  has  also 
been  suggested  by  Einstein.  (29) 

The  patient  with  arrested  meningeal  infection 
should  return  for  a month  of  intravenous  Ampho- 
tericin B every  three  month  for  the  first  year  fol- 
lowing discharge. 

This  is  necessary  because  of  the  fungistatic 
type  of  action  of  Amphotericin  B against  C.  im- 
mitis and  the  notorious  tendency  for  coccidioidal 
meningitis  to  relapse. 

The  need  still  remains  for  an  effective  fungi- 
cide that  might  be  simply  administered  to  the 
patient  with  primary  infection  and  which  would 
shorten  the  period  of  disability  and  prevent  the 
development  of  residual  pulmonary  lesions  or 
disseminating  disease. 

The  advent  of  Amphotericin  B,  although  not  a 
“breakthrough”  in  the  control  of  serious  coccid- 
ioidal infection,  has  marked  a definite  eontribu- 


216 


Arizona  Medicine 


Original  Articles 


tion  to  the  arrest  and  suppression  of  coccidioido- 
mycosis in  its  dangerous  phases. 
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Recent  Books , W.  B.  Saunders  Company 

W.  B.  Saunders  Company  features  the  following  recent  books  in  its  full  page 
advertisement,  page  9 A in  this  issue: 

Parsons  and  Sommers  — “Gynecology” 

A useful  new  guide  to  management  of  gynecologic  disease.  Parallels  the 
growth  and  aging  patterns  of  women  covering  the  disorders  accompany- 
ing each  stage  of  the  life  cycle. 

Davidsohn  and  Wells  — Todd  Sanford  “Clinical  Diagnosis  by  Laboratory 
Methods” 

Explicit  guidance  on  how  to  perform  every  possible  clinical  test.  What  to 
do,  when  and  how  to  do  it,  and  how  to  interpret  your  results. 

Wolff  — “Electrocardiography” 

Help  in  understanding  and  evaluating  electrocardiograms  in  terms  of  clin- 
ical medicine,  without  relying  on  memorization  of  examples. 
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A Case  Presentation  Of 
Pneumatosis  Intestinalis 


George  H.  M.  Thornton,  M.D. 
Samuel  L.  Cohen,  M.D. 
V.  S.  Counseller,  M.D. 
P.  T.  Phalen,  M.D. 


An  interesting  and  illustrative  report  of  a somewhat  rare  disorder, 
0 Pneumatosis  Intestinalis,  which,  as  is  so  frequently  the  case,  was  originally 
If  considered  to  represent  polyposis;  the  diagnosis  and  surgical  treatment 
If  are  described,  and  a brief  review  of  the  literature  is  given. 


PNEUMATOSIS  intestinalis  was  first  observed 
at  autopsy  by  De  Vernoia  in  the  year  1730. 
Hahn  first  observed  it  on  a living  human.  And 
Finney  in  1908  reported  the  first  case  in  litera- 
ture. In  1952,  a total  of  255  cases  had  been 
reported. 

The  disease  is  better  known  to  veterinarians 
and  occurs  most  often  in  pigs.  In  humans  it  oc- 
curs in  the  stomach,  small  and  large  bowel,  and 
mesentery. 

In  infants,  the  cysts  are  largely  mucosal  and 
submucosal.  In  adults  they  appear  most  often 
subserously.  In  children,  pneumatosis  often  con- 
curs with  poor  health  and  in  infants  with  in- 
tractable diarrhea. 

In  adults,  the  disease  is  usually  asymptomatic. 
The  cysts  may  perforate  and  give  rise  to  a pneu- 
moperitoneum, which  at  times  is  often  found  in- 
cidentally, at  autopsy,  at  surgery,  on  barium 
enema,  or  at  proctoscopy. 

Analysis  of  Air  Cyst 

Chemical  analysis  shows  the  air  cyst  to  be 
composed  of  approximately  90%  nitrogen,  7.6% 
carbon  dioxide,  and  2.4%  oxygen. 

On  proctoscopy  the  cysts  look  like  broad  based 
polyps.  They  are  compressible.  They  are  quite 
easily  mistaken  for  polyps  or  malignant  tumors. 

Peptic  ulcer,  gastric  carcinoma,  gastroenteritis, 
and  bowel  obstruction  often  accompany  this 
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entity. 

Koss  in  1952  showed  that  55%  of  cases  of 
pneumatosis  are  associated  with  stenotic  gastric 
and  duodenal  ulcers. 

Theories  of  etiology  of  this  disease  are  var- 
ied. Neoplastic  origin,  bacterial  origin,  and 
chemical  origin  have  been  given  as  the  cause. 
But  the  real  cause  is  not  definitely  known. 

Radiographic  Appearance 

The  radiographic  appearance  of  a pneuma- 
tosis intestinalis  can  mimic  ( a ) a perforated 
viscus,  (b)  polyposis  or  (c)  neoplasm  in  the 
colon. 

The  diagnosis  should  be  suspected  radiograph- 
ically when  bizarre,  fixed,  mid-abdomen  gas  col- 
lections are  seen.  Air  collections  and  cysts,  that 
appear  to  be  in  and  outside  of  the  bowel  lumen 
should  make  one  suspect  the  possibility  of  pneu- 
matosis. 

Varying  degrees  of  obstruction  can  occur.  A 
severe  gastritis  or  emphysematous  gastritis  is 
very  difficult  to  differentiate  from  pneumatosis 
involving  the  stomach. 

Clinically  pneumatosis  can  occur  in  an  acute 
form  with  findings  and  symptoms  closely  re- 
lated to  an  acute  gastritis  with  nausea,  vomiting, 
hematemesis,  fever,  leucocytosis,  and  a rapidly 
fatal  outcome. 

Very  often,  however,  the  case  is  chronic  and 
appears  benign.  However,  a gradual  downhill 
course  does  occur  for  these  patients  unless  defin- 
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ite  therapy,  i.e.,  surgery  is  given  to  these  pa- 
tients, particularly  those  having  the  pneuma- 
tosis intestinalis  involving  the  colon. 

CASE  PRESENTATION 

Case  1.  A.D.,  white  male,  age  40,  first  seen 
on  May  20,  with  a complaint  of  diarrhea  of  2 
months  duration. 

History  of  Present  Illness:  Patient  had  no 

previous  history  of  abnormality  of  the  bowels. 
But  two  months  before  he  was  seen,  he  began 
to  have  frequent  loose  bowel  movements  without 
any  evidence  of  blood  or  mucus  in  the  stools. 
This  was  not  associated  with  any  abdominal  pain 
and  continued  until  two  weeks  before  he  was 
seen. 

Two  weeks  before  examination  he  states  his 
bowels  became  very  hard  to  move  and  he  be- 
gan to  take  laxatives.  During  this  time,  how- 
ever, he  had  a curious  foamy  discharge  from 
the  rectum  6 or  8 times  during  the  24  hours, 
occurring  as  frequently  at  night  as  during  the 
day. 

This  discharge  contained  no  blood.  At  this 
time,  he  lost  his  appetite  and  had  lost  five 
pounds  of  weight  when  he  was  seen. 

History  of  Previous  Illness:  The  patient  had 
been  treated  for  hypertension  for  9 years,  which 
at  one  time  was  associated  with  a diastolic  pres- 
sure of  160  millimeters  of  mercury.  This  re- 
sponded well  to  treatment. 

Apart  from  multiple  skin  cancers  on  the  face, 
he  had  no  previous  history  of  significance. 

Physical  Examination:  He  had  slight  cardiac 
enlargement  and  a prominent  systolic  murmur, 
but  no  thrill,  and  no  evidence  of  failure. 

His  abdomen  showed  no  tenderness  or  masses; 
his  liver  was  palpable  two  finger  breadths  below 
the  right  coastal  margin  and  was  not  tender. 
There  was  no  other  abnormality  on  physical 
examination.  (Fig.  1,  2). 

Sigmoidoscopy:  Revealed  a large  polypoid  le- 
sion at  16  centimeters,  consisting  of  multiple  ir- 
regular sessile  polyps  that  appeared  to  be  hard 
and  indurated.  There  was  no  ulceration.  It  seem- 
ed to  be  possible  to  pass  the  instrument  be- 
yond this  point.  But  the  polypoid  lesions  ap- 
peared to  continue  into  the  lower  sigmoid  colon. 
Biopsies  were  taken  from  three  representative 
lesions,  all  of  which  appeared  to  be  extremely 


Note  sigmoid  elongated  with  marked 
musocal  distortion.  Air  cysts  appear  to 
extend  beyond  the  wall  of  the  sigmoid. 
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hard  and  difficult  to  cut.  The  rectum  below  the 
lesion,  i.e.,  for  the  lower  15  or  16  centimeters, 
had  a normal  appearance  . 

A stool  specimen  was  obtained  at  this  time, 
which  was  negative  for  occult  blood.  His  hemo- 
globin was  12.2  grams,  white  count  10,500,  with 
a differential  of  segs  71%,  lymphs  24%,  mono- 
cytes 1%,  stabs  3%,  eosinophils  1%.  His  urine 
showed  no  abnormality. 

Clinical  Diagnosis:  A clinical  diagnosis  was 
made  of  multiple  polyposis  of  the  rectum  and 
sigmoid  colon  with  the  probability  of  malig- 
nancy. 

Radiographic  Report:  Radiographic  studies 

included  barium  enema  with  air  contrast.  It  was 
noted  under  fluoroscopy  that  there  was  marked 
mucosal  distortion  of  the  sigmoid,  which  was 
somewhat  elongated. 

At  first,  poor  preparation  was  suspected.  But 
patient  was  allowed  to  evacuate  and  re-exam- 
ination  done.  Again  the  marked  polypoid  nature 
of  the  mucosa  was  evident  on  the  fluoroscopic 
examination  and  on  the  films. 

An  air  contrast  study  was  done,  and  the  dif- 
ferential diagnosis  made  of  multiple  polypoid 
lesions  of  the  sigmoid,  and  pneumatosis  intes- 
tinalis  was  mentioned  the  last  because  of  the  air 
cysts,  which  appeared  to  extend  beyond  the  wall 
of  the  sigmoid  colon.  Subsequently,  it  was  also 
noted  that  these  air  cysts  extended  beyond  the 
walls  of  the  transverse  and  ascending  colon. 

Operative  Report:  A preliminary  rectosig- 
moidoscopy  was  done  and  the  polyps  started  at 
about  15  centimeters  in  the  upper  portion  of  the 
rectum.  A left  rectus  incision  was  made  extend- 
ing from  the  left  side  of  the  symphysis  to  well 
above  the  umbilicus. 

Investigation  of  the  colon  revealed  numerous 
large  polyps  and  a complete  involvement  with 
pneumatoids  of  the  colon.  These  extended  from 


the  upper  rectum  all  the  way  around  to  the 
cecum  so  that  it  was  necessary  to  do  a complete 
colectomy,  saving  16  centimeters  of  rectum  and 
rectosigmoid. 

The  terminal  ileum  was  then  brought  down 
as  an  ileorectostomy.  Anastomosis  was  made 
with  an  outer  row  of  interrupted  black  silk,  using 
eight  interrupted  sutures  posteriorly. 

The  mucosa  was  brought  together  with  2-0 
chromic  catgut  anterior  and  posterior,  and  an- 
terior wall  reinforced  with  a second  row  of  cat- 
gut and  an  interrupted  row  of  black  silk. 

The  peritoneum  of  the  bladder  was  then 
brought  up,  attached  to  the  terminal  ileum,  tak- 
ing the  tension  off  the  anastomosis.  One  Pen- 
rose drain  was  placed  down  in  the  gutter  back 
of  the  anastomosis  and  brought  out  through  a 
stab  wound.  Ten  grams  of  sulfathiazole  was 
placed  over  the  anastomosis  within  the  lower  ab- 
domen. 

The  liver,  gallbladder,  stomach  and  duodenum 
were  negative.  The  wound  was  closed  in  the 
usual  manner.  The  patient  stood  the  operation 
very  well  and  made  a good  recovery. 

Report  of  Pathological  Examination:  Patholo- 
logieal  examination  revealed  the  gross  and  mi- 
croscopic findings  typical  of  multiple  air  cysts 
throughout  the  colon.  And  the  final  diagnosis 
was  that  of  pneumatosis  intestinalis.  A previous 
pathological  report  on  a biopsy  of  the  suspected 
polyp  done  elsewhere  reported  a benign  polyp 
of  the  colon. 
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On  Medical  Words 

Caduceus  — The  two  serpents  entwined  on  a winged  rod  was  the  staff  or  wand  of  the  god, 
Mercury,  and  symbolized  his  tranquil  yet  potent  healing  power. 

Robert  D.  Smith,  M.D. 
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A New  Antitussive, 
Levopropoxyphene 


Clifford  E.  Ernst,  M.D. 
Millard  Jeffrey,  M.D.,  FACCP 


The  authors  in  their  discussion  stress  the  difficulty  in  assessing  the 
efficacy  of  cough  remedies.  However,  the  improvement  in  cough  in  their 
series  by  the  use  of  Novrad®  is  unusually  striking.  Physicians  treating 
respiratory  illnesses  should  find  the  report  of  great  interest. 


THE  PURPOSE  of  this  paper  is  to  report  our 
clinical  experiences  on  126  patients  given 
a new  antitussive  compound,  levopropoxyphene. 

Since  drugs  for  the  relief  of  cough  act  either 
as  inhibitors  of  the  cough  reflex  or  promoters 
of  bronchial  secretions,  it  is  of  interest  to  find  a 
compound  which  clinically  appears  to  have  con- 
siderable activity  in  both  respects. 

The  most  commonly  used  expectorants  are  ter- 
pin  hydrate,  creosote  derivatives,  ammonium 
chloride  and  iodides. 

The  most  commonly  used  antitussive  drugs 
are  the  opiates,  dihydroeodeinone  bitartrate  and 
methodone  hydrochloride,  which  control  cough 
by  their  depressant  action  on  the  respiratory  cen- 
ter in  the  medulla. 

The  use  of  this  latter  group  as  cough  suppres- 
sives is  limited  by  their  liability  to  cause  drug 
tolerance  and  depressed  respiration.  The  opiates 
may  also  cause  constipation. 

Levopropoxyphene  is  an  effective  antitussive 
drug  which  in  our  experience  will  not  cause  tol- 
erance or  respiratory  depression  in  maximum 
therapeutic  dosage  and  has  not  exhibited  toxic 
or  undesirable  pharmacological  actions. 

Pharmacology 

In  1953,  Pohland  and  Sullivan  (1)  prepared  a 
series  of  drugs,  one  of  which  was  alpha-dl-4-di- 
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methylamino-1,  2-diphenyl -3- methyl  - 2 -propion- 
oxybutane  hydrochloride. 

This  preparation  was  found  by  Robbins(2)  to 
have  a potent  analgesic  effect.  Since  it  contained 
a racemic  mixture  of  alpha-cl  and  olpho-1  iso- 
mers, it  was  only  after  the  dextrorotatory  and 
levorotatory  stereoisomers  were  prepared  sepa- 
rately that  the  alpha-d  isomer  was  found  to  be 
the  source  of  the  analgesic  activity  of  the  orig- 
inal mixture. 

This  compound,  dextropropoxyphene,  is  now 
widely  utilized  as  an  analgesic  in  the  same  ap- 
proximate effective  dosage  as  codeine,  but  with- 
out its  undesirable  addictive  qualities  or  other 
pharmacodynamic  activities  of  morphine  deriva- 
tives. 

The  levo  isomer  of  propoxyphene  was  found  to 
have  an  analgesic  effectiveness  equal  to  codeine. 

This  cough  suppressant  activity  was  found 
for  the  oxide,  the  hydrochloride,  and  the  napsy- 
late salt  of  levopropoxyphene  utilizing  the  meth- 
od of  sulfur  dioxide  induced  cough  in  guinea 
pigs.  (3) 

Further  animal  studies  showed  an  LD50  in 
mice  of  93  ± 75  mgs.  per  leg.,  and  in  rats  1,960 
± 612  mgs.  per  kg.  and  long  term  feeding 
caused  no  significant  alteration  in  growth  and 
no  visceral  or  hematological  changes. (2) 

The  structural  formula  of  levopropoxyphene 
napsylate  is  shown  on  the  following  page. 
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Methods  and  Materials 

Clinical  observations  of  the  antitussive  effec- 
tiveness of  levopropoxyphene  as  the  napsylate 
were  made  during  the  year  1981  on  126  patients 
in  the  private  practice  of  internal  medicine.  Ah 
patients  were  adults.  Although  most  of  them 
were  studied  as  outpatients,  two  were  hospital- 
ized and  later  followed  as  outpatients. 

In  a preliminary  study  we  had  used  levopro- 
poxyphene oxide.  For  the  past  year  we  have 
been  using  the  napsylate  salt  of  propoxyphene 
because  this  compound  is  not  bitter  and  is  suit- 
able for  use  in  fluid  suspension  as  well  as  in  cap- 
sules. 

Clinically  we  have  been  unable  to  demonstrate 
any  difference  in  effectiveness  between  the  nap- 
sylate and  the  oxide  forms  of  levopropoxyphene. 

The  diagnoses  varied  widely  but  can  be 
broadly  classified  as  acute  or  chronic  respiratory 
problems.  Some  patients  have  been  on  levopro- 
poxyphene either  as  the  oxide  or  npasylate  for 
over  a year. 

The  diagnostic  categories  are  listed  in  Table 
No.  1.  The  126  patients  studied  had  non-tuber- 
culous  pulmonary  disease  classified  further  as 
bronchia]  asthma,  bronchiectasis  and  emphy- 
sema or  combinations  of  these  conditions. 

Twenty-nine  patients  had  a chronic  cough 
with  apparent  tracheo-bronchitis  either  from  re- 
current infections  or  caused  by  such  exogenous 
irritants  as  cigarette  smoke. 

Included  for  study  were  one  case  of  subster- 
nal  thyroid  with  severe  cough  due  to  tracheal 
compression  later  relieved  surgically,  four  pa- 
tients with  cough  caused  by  pulmonary  conges- 
tion due  to  cardiac  insufficiency,  and  one  pa- 
tient with  cough  due  to  pulmonary  infiltrates  as 
a result  of  lupus  erythematosus. 

Two  patients  had  bronchial  neoplasm.  Forty- 
seven  patients  had  acute  cough  caused  by  vari- 
ous degrees  of  tracheobronchitis. 

Included  in  the  category  of  acute  cough  were 
three  cases  of  coccidioidomycosis  and  one  of  lo- 


bar pneumonia.  These  cases  are  summarized  in 
Table  No.  1. 

The  dosage  of  the  levopropoxyphene  varied 
from  100  mgs.  to  600  mgs.  daily  in  divided  doses 
given  orally  in  capsules  or  suspension. 

Fifteen  of  the  patients  were  treated  at  some 
time  by  intramuscular  injection  of  propoxyphene 
hydrochloride.  Most  of  the  injections  were  for 
acute  paroxysmal  cough  and  consisted  of  one 
single  dose  of  100  mgs.  followed  later  bv  oral 
propoxyphene.  These  are  listed  separately  both 
as  to  diagnosis  and  result  in  Table  No.  2. 

Evaluation  was  made  as  to  the  ability  of  the 
drug  to  materially  slow  the  symptom  of  cough 
or  to  promote  ease  of  expectoration  and  lique- 
faction of  expelled  mucous.  The  results  were 
assessed  by  assigning  ratings  following  the  sys- 
tem suggested  by  Phillips  and  Guillaume (4) 
which  is  chiefly  subjective  as  follows: 

Excellent  — (a)  In  acute  cases  when  the 
cough  rapidly  diminished  and  was  virtually 
non-existent  within  three  days,  (b)  In  the 
chronic  cases,  when  the  cough  was  mark- 
edly diminished  and  sputum  more  easily 
produced. 

Good  — When  the  patients  definitely  bene- 
fited by  the  drug  and  obviously  improved 
within  three  to  four  days  of  starting  treat- 
ment. 

Fair  — When  the  patients  showed  a certain 
degree  of  relief  of  cough,  but  symptoms 
continued  beyond  the  three  - to  - four  - day 
period. 

Poor  — When  there  was  no  apparent  effect. 

Results 

The  results  are  summarized  in  Tables  No.  1 
and  No.  2.  Ten  patients  with  bronchiectasis 
who  had  previously  been  on  potassium  iodide 
but  were  no  longer  able  to  take  the  drug  be- 
cause of  rash,  hvpersalivation,  specific  allergy 
or  GI  disturbances  used  levopropoxyphene  as 
the  napsylate  or  the  oxide  in  capsule  form  with 
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TABLE  NO.  1 

CASE  ANALYSIS  OF  LEVOPROPOXYPHENE  AS  THE  NAPSYLATE 

(Given  Orally) 


DIAGNOSIS  No.  of  Results  REMARKS 

Cases  Excellent  Good  Fair  None 


Tracheobronchitis 

47 

35 

7 3 2 

Length  of  dosage  usually  4 to  7 
days. 

Bronchiectasis 

30 

18 

10  1 1 

Fifteen  of  these  patients  took  the 
medication  12  to  16  months. 

Chronic  or  recurrent 
bronchitis 

29 

16 

12  1 

Five  of  these  patients  took  the 
medication  from  12  to  16  months. 

Bronchial  asthma 

7 

6 

1 

Cardiac  insufficiency 

4 

1 

2 1 

Heart  failure  due  to  A.S.H.D.  of 
H.C.V.D. 

Acute  pulmonary 
coccidioidomycosis 

3 

3 

Lobar  pneumonia 

2 

2 

Bronchial  neoplasm 

2 

1 

1 

Lupus  erythematosis 

1 

1 

Used  4 days  until  cortisone  be- 
came effective. 

Substernal  thyroid 

1 

1 

Pre-surgical  relief  both  oral  and 
parenteral 

TOTALS 

126 

83 

33  7 3 

excellent  results. 

We  have,  therefore,  virtually  discontinued 
the  initiation  of  the  use  of  potassium  iodide  in 
new  patients  when  an  expectorant  is  indicated 
and  have  substituted  this  new  drug. 

We  have  the  impression  that  in  many  bronch- 
iectatic  patients  the  suppression  of  cough  was 
alleviated  by  levopropoxyphene  clue  to  liquefica- 
tion  of  material  in  the  bronchial  airways. 

The  patients  with  cough  clue  to  acute  cardiac 
failure  were  benefited  by  marked  cough  sup- 
pression while  the  usual  methods  for  control  of 
cardiac  insufficiency  were  taking  effect. 

The  case  of  tracheal  compression  due  to  sub- 
sternal  thyroid  we  believe  to  have  been  allevi- 

ated  solely  by  central  action  via  the  cough  re- 
flex. The  patient  with  cough  clue  to  lupus  ery- 
thematosus was  able  to  control  her  cough  with 
the  help  of  the  drug  until  steroids  took  effect 
in  several  clays. 

Of  particular  interest  to  us  in  Arizona  was  the 
effectiveness  of  levopropoxyphene  in  suppress- 
ing the  hacking  cough  of  three  patients  with 
pulmonary  infiltrates  due  to  Coccidioides  im- 
mitis  until  the  acute  process  abated. 

The  intramuscular  use  of  propoxyphene  as  the 
hydrochloride  was  largely  limited  to  a single 
intramuscular  injection  administered  to  individ- 
uals who  arrived  at  the  office  racked  with  in- 
tractable cough.  ( Continued , next  page) 

CASE 

DIAGNOSIS 

ANALYSIS 

No.  of 
Cases 

TABLE  NO.  2 

OF  LEVOPROPOXYPHENE  HYDROCHLORIDE 
(Parenteral) 

Results  REMARKS 

Excellent  Good  Fair  None 

Tracheobronchitis 

8 

7 

1 

One  patient  reported  nausea. 

Bronchiectasis 

3 

2 

1 

Chronic  Bronchitis 

1 

1 

Cardiac  insufficiency 

2 

2 

Bronchial  neoplasm 

1 

1 

TOTALS 

15 

13 

2 
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( Continued  from  preceding  page ) 

Without  exception  these  patients  were  com- 
fortable and  the  cough  greatly  diminished  within 
fifteen  minutes.  This  effect  probably  can  be  at- 
tributed to  central  action  of  the  drug. 

One  patient  with  bronchial  neoplasm  was  able 
to  sleep  at  night  with  a single  bedtime  injection 
of  100  mgs.  The  drug  was  used  effectively  for 
six  weeks  prior  to  his  death.  He  did  not  require 
narcotics. 

Another  patient  with  bronchiectasis  accompan- 
ied by  intractable  cough  received  100  mgs.  of 
propoxyphene  hydrochloride  every  four  to  six 
hours  intramuscularly  for  three  days  with  re- 
markable relief  of  symptoms  and  with  no  appar- 
ent suppression  of  the  expectoration  of  secre- 
tions. 

Side  Effects 

In  no  patients  were  any  skin  rashes  noted.  No 
attempt  was  made  to  do  routine  follow-up  blood 
counts,  but  when  this  was  done  for  other  indi- 
cations no  signs  of  drug  induced  toxicity  were 
found.  This  is  in  agreement  with  the  findings 
of  Gruber  et  al.(  5) 

No  one  complained  of  nausea.  There  were  no 
clinical  signs  of  toxicity.  Four  patients  had  a 
marked  sense  of  urinary  urgency  and  frequency 
after  taking  100  mgs.  of  levopropoxyphene  for 
two  days.  Urinary  findings  were  negative  and 
after  omission  of  the  drug  for  two  days  it  was 
resumed  without  difficulty. 

One  elderly  patient  with  treated  hypothroyid- 
ism  and  arteriosclerosis  developed  marked  tre- 
mor of  the  hands  on  400  mgs.  daily.  The  symp- 
toms subsided  after  the  drug  was  discontinued, 
although  the  cough  suppressant  effect  was  ex- 
cellent. Later  the  drug  was  restarted  in  the  same 
dosage  and  no  further  tremor  has  been  reported. 

Long-Term  Therapy 

Twenty  patients  have  been  on  levopropoxy- 
phene either  as  the  oxide  or  the  napsylate  from 
twelve  to  sixteen  months  continuously.  Their 
ages  range  from  14  to  70  years  and  they  suffer 
from  bronchiectasis  with  emphysema  and  chronic 
bronchitis. 

We  have  seen  no  addiction  and,  even  more 
important,  no  tolerance.  In  fact,  if  the  patients 
have  been  persistent  in  taking  their  medication 
they  have  voluntarily  been  able  to  reduce  the 
daily  amount  to  100  mgs.  or  at  the  most  200  mgs. 
in  either  one  dose  or  divided  doses. 

All  of  these  patients  report  that  their  sputum 


remains  thin  and  non-purulent,  reduced  in  total 
quantity  and  is  expectorated  with  not  much 
more  effort  than  clearing  of  the  throat. 

It  has  been  most  gratifying  to  note  that  the 
use  of  levopropoxyphene  has  been  sufficiently 
successful  in  the  patients  with  bronchiectasis  so 
that  during  the  past  year  there  has  been  little 
need  for  the  use  of  antibiotics  or  bronchodilat- 
ing  medications. 

Six  of  the  seven  patients  with  bronchial  asthma 
have  been  able  to  reduce  to  a minimum  or  en- 
tirely eliminate  steroids  and  ephedrin-containing 
compounds. 

Particularly  close  observation  was  made  of  our 
youngest  patient  in  this  study  who  is  the  son  of 
one  of  the  authors.  This  14-year-old  boy  who 
has  had  bronchial  asthma  since  early  childhood 
has  taken  levopropoxyphene  in  doses  of  100  to 
400  mgs.  daily  for  over  a year. 

During  this  period  of  time  he  has  been  able 
to  eliminate  almost  entirely  the  need  for  bron- 
chodilating  drugs.  He  has  been  very  reluc- 
tant to  discontinue  levopropoxyphene  which  he 
now  takes  in  a dose  of  100  mgs.  twice  daily. 

He  recently  stopped  the  medication  for  one 
week  but  states  that  he  began  to  wheeze  about 
the  fifth  day  and  was  most  happy  to  resume  his 
usual  dose  of  levopropoxyphene  which  relieved 
him  once  more  of  his  annoying  asthma. 

The  patients  on  successful  long  term  propoxy- 
phene therapy  report  to  us  that  the  mucous  ex- 
pectorated from  the  lungs  seems  thinner.  Our 
observations  up  to  this  time  indicate  that  the 
expectorant  action  of  levopropoxyphene  is  not 
due  to  drying  of  the  bronchial  excretions  but 
that  there  appears  to  be  some  action  causing 
thinning  of  the  bronchial  excretions  due  to  the 
drug. 

Attempts  are  being  made  by  us  at  the  present 
time  to  accurately  measure  the  viscosity  of  the 
bronchial  excretions  in  order  to  determine  the 
specific  expectorant  activity,  if  any,  of  levopro- 
poxyphene. 

Discussion 

Very  few  remedies  have  been  used  so  empir- 
ically as  those  reputed  to  be  beneficial  in  the 
treatment  of  cough.  Traditionally  cough  prepar- 
ations have  been  liquid  with  a syrup  base  be- 
cause of  the  immediate  but  brief  demulcent  ac- 
tion of  simple  syrup  on  the  mucous  membranes 
of  the  pharnyx. 

Syrup  is  a useful  vehicle  in  which  to  incorpor- 
ate all  too  often  bitter  substances  with  cough- 
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suppressive  or  expectorant  activities.  A truly 
effective  cough  remedy,  however,  should  not 
have  to  depend  on  the  local  action  of  the  vehicle. 

Since  most  benefits  attributed  to  cough  reme- 
dies are  not  due  to  local  action  at  all,  many 
cough  preparations  used  today  are  in  capsule 
form,  and  the  traditional  syrup  is  gradually  be- 
ing rightfully  relegated  to  the  museum  of  phar- 
macy. 

Despite  their  wide  usage  relatively  few  trust- 
worthy analyses  of  the  effectiveness  of  cough 
remedies  have  been  made  because  of  difficulties 
in  obtaining  data.  These  difficulties  are  well  de- 
scribed by  Boyd  (6,  7)  in  his  extensive  studies, 
and  by  Cass  and  Frederik. (8) 

Observations  are  limited  by  such  problems  as 
the  large  placebo  factor,  variation  in  the  causes 
of  cough  and  errors  of  sputum  measurements,  if 
indeed  expectoration  even  occurs. 

Bickerman(9)  has  devised  a method  of  test- 
ing cough  suppressants  by  use  of  nebulized  25 
per  cent  aqueous  solution  of  citric  acid  admin- 
istered by  inhalation.  In  a double  blind  study 
on  normal  subjects  he  has  evaluated  the  anti- 
tussive  activity  of  various  dosage  levels  of  dex- 
tromethorphan hvdrobromide,  narcotine,  levo- 
propoxyphene,  codeine,  and  placebo. 

All  drugs  tested  showed  a better  result  than 
placebo.  Thirty-two  and  one-half  mgs.  of  levo- 
propoxyphene  had  an  effect  equal  to  that  of  15 
mgs.  of  codeine. 

Antitussive  effectiveness  persisted  over  a four- 
hour  period  on  all  drugs  tested.  This  method  is 
comparable  to  the  guinea  pig  sulfur  dioxide  in- 
duced cough  test  used  by  Bobbins(2)  to  evalu- 
ate the  cough  suppression  activities  of  antitus- 
sives  in  screening  tests. 

Summary 

Levopropoxyphene  was  observed  to  have  both 
expectorant  action  and  antitussive  properties  but 
no  addictive  effects.  Tolerance  did  not  develop. 

Of  126  patients  taking  the  compound  in  liquid 
suspension  or  in  dry  form  in  capsules  in  doses  of 
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from  100  mgs.  to  600  mgs.  daily,  no  significant 
side  effects  were  noted,  and  116  obtained  good 
or  excellent  relief  of  their  cough.  In  the  dosage 
used  no  respiratory  depression  was  found. 

It  was  possible  to  replace  potassium  iodide 
with  levopropoxyphene  in  most  of  these  patients. 
We  now  administer  levopropoxyphene  as  a basic 
drug  in  our  treatment  of  chronic  pulmonary  dis- 
ease. 

Fifteen  of  the  patients  received  one  or  more 
intramuscular  injections  of  propoxyphene  hydro- 
chloride with  results  similar  to  those  when  com- 
parable doses  of  oral  medication  was  used. 

In  office  practice  we  have  observed  that  levo- 
propoxyphene is  an  extremely  effective  cough 
preparation  which  appears  to  have  the  dual  ac- 
tion of  a cough  suppressant  and  expectorant,  the 
latter  activity  perhaps  caused  by  a decrease  in 
viscosity  of  the  sputum. 

Since  patients  have  not  exhibited  tolerance  to 
this  drug  and  since  it  has  not  produced  side  ef- 
fects such  as  constipation  (frequently  associated 
with  comparable  doses  of  codeine ) , levopropoxy- 
phene gives  promise  of  being  a potent  and  safe 
new  therapeutic  agent  for  the  treatment  of  cough 
without  producing  respiratory  depression. 
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Sources  of  Medical  Words 


Robert  D.  Smith,  M.D. 


This  is  the  last  of  three  articles  on  a subject  which  the  author  has 
pursued  with  obvious  relish.  His  fund  of  information  is  liberal.  His  advice 
to  aspiring  medical  writers  is  conservative.  The  Editor's  letter  box  waits 
for  the  debaters. 


THE  ENGLISH  language  furnishes  us  with  ex- 
cellent examples  of  short  and  simple  medical 
words  such  as  arm,  leg,  toe,  ache.  The  use  of 
these  terse,  clear  words  should  be  encouraged. 
Cephalalgia  for  headache  is  pedantry  at  its 
worst.  As  new  discoveries  are  made,  plain 
English  words  should  be  used  or  invented  rather 
than  attempt  to  apply  Greek-Latin  derivatives 
that  are  too  often  difficult  and  cumbersome. 

When  new  words  are  required,  and,  old  ones 
should  always  be  tried  first,  the  entire  profes- 
sion would  applaud  competition  in  originality 
for  short,  euphonious  English  words.  The  drug 
industry  has  shown  that  new  fanciful,  concise 
words  can  be  produced  without  limit.  Medical 
writers  must  be  alert  to  avoid  ambiguity  in 
selection  of  terms  Reticulohistiocytosis  is  an  ex- 
ample of  a clumsy  word. 

Graeco-Roman  Words 

Graeco-Roman  words  are  a prolfic  source  of 
medical  terms.  Most  of  them  go  back  into  an- 
tiquity and  may  be  mixed  with  Egyptian  and 
Asiatic  elements.  The  early  Greek  or  Roman  was 
probably  bilingual  and  used  a mixture  of  each 
language.  This  explains  the  dual  nomenclature 
we  now  find  such  as  Cardia  (G. ),  Cor,  cordis 
(L. );  dactylos  (G),  digitus  (L. );  derma  (G. ), 
cutis  (L. );  mastos  (G),  mama  (L. ). 

Present  day  authors  should  recognize  and 
accept  the  fact  that  all  new  words  need  not,  in 
fact,  should  not,  have  a Greek  or  Latin  origin. 


Romance  words  have  a wide  background  of 
use  and  acceptance. 

1.  French  words  in  common  use  are  numer- 
ous; bruit,  curette,  debridement,  douche,  grand 
mal,  migraine,  tampon,  tic,  tourniquet  are  a 
few  in  daily  use. 

2.  From  Italian  sources  are  the  following: 
petechia,  pellagra,  malaria  and  belladonna,  liter- 
ally, beautiful  lady. 

3.  Common  Spanish  words  are  mosquito,  quar- 
antine (i.e.  forty  days). 

4.  Portuguese  has  given  the  word  fetichism 
(fetico,  magic)  to  medical  literature. 

5.  Modern  German  words  are  few  — anlage 
being  the  most  frequently  used. 

6.  Arabic  medicine  was  very  advanced  during 
the  Middle  Ages.  At  that  time  arithmetic  and 
algebra  were  highly  developed  and  in  wide  use. 
With  the  Renaissance,  western  students  of 
Arabian  medicine  translated  back  to  the  Graeco- 
Roman  so  that  few  Arabic  words  survived.  Most 
of  them  are  chemical  substances;  alcohol,  alkali, 
elixir,  syrup,  naptha,  senna. 

Words  poorly  translated  into  Latin  are  natrium 
( na,  sodium ) from  “natri,”  and  kalium  ( K, 
potassium ) from  “gali.” 

Four  other  Arabic  words  are  in  common  use: 
nucha,  neck;  mater  ( dura  and  pia ) from  mother; 
basilic  (inner)  and  cephalic  (outer)  veins. 

Derivation  of  names  comes  from  many  sources. 
“Thalamus,”  is  from  the  Greek,  inner  room;  wall 
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or  partition  was  called  “phragma”  (hence  dia- 
phragm); passages  were  “fances”  and  house 
entrance  was  “vestibulum”  (L. ) or  “porta,”  lead- 
ing to  the  “atrium”  (synonymous  with  auricle). 
“Focus,”  was  the  fireplace  or  center  of  heat  and 
light.  “Fornix”  was  the  arch  and  “stylos”  the 
pillar.  Water  was  carried  by  the  “ductus”; 
“fistula”  was  pipe,  and  “cloaca”  was  the  sewer. 

Musical  instruments  are  represented  by 
“tympanum,”  drum  and  “salpinx”  the  trumpet. 

Agricultural  equipment  such  as  a ploughshare 
is  “Vomer”;  tools  are  hammer,  “malleus”;  anvil, 
“incus.” 

Weapons,  — a sword  is,  “ensis”  or  “ensiform,” 
sword-like. 

Jewelry  is  suggested  by  "fibula”  or  brooch  and 
“peroneus”  the  tongue  of  a brooch. 

Writing  comes  from  “graphein”  or  graft  (horti- 
cultural grafting  slips  were  shaped  like  pencils). 
“Inoculate”  is  related  to  grafting,  the  bud  being 
the  eye  or  “oculus.” 

From  Effects  or  Results 

Various  names  are  used  to  account  for  certain 
affects  or  results;  “Trachea,”  is  a rough  air 
vessel;  “Lumen,”  a light  air  space;  “caecum”  a 
blind  space;  “Sacrum,”  was  considered  sacred; 
“Beri-beri,”  indicated  the  weakness  of  a pa- 
tient. 

From  use  of  an  organ  we  have,  “Thenar,”  to 
strike  with  that  area;  “Buccinator,”  trumpet 
muscle  and  “Sartorius,”  the  tailor’s  muscle. 

Indirect  association  created  “quinsy,”  or  self 
strangulation;  “myopia,”  to  close  up  the  eye  or 
squinting;  “Thorax,”  the  part  covered  by  breast 
armor;  “Pudenda,”  from  pudere,  ashamed,  — of 
the  external  genitals. 

Contraction  of  words  is  common,  “Morbilli” 
from  morbus  or  disease;  “Typhus,”  mist  or  smoky 
vision  in  fever;  “eclampsia,”  the  illness  like  a 
“flash  of  light.” 

Transfer  of  words  is  exemplified  by  “asphyxia,” 
absence  or  weak  pulse;  “archnoid,”  resembling  a 
spider  web. 

Reversal  is  classic  in  the  word  “phlegmatic” 
from  phlegein  or  burn  now  used  to  mean  cold. 
“Valgus,”  originally  meant  bow-legged;  it  now 
indicates  the  opposite. 

Words  of  obscure  origin  are  many  and  in  some 
cases  very  extreme;  “astragolos,”  has  over  six 
meanings;  “amnion,”  refers  to  bowl  and  lamb; 
“cataract,”  suggested  something  that  impedes  a 


Original  Articles 

flow,  e.g.  a water  gate;  “cretin”  is  from  cliretien 
or  Christian;  “acne”  means  point;  “Lupus”  refers 
to  wolf  and  the  origin  of  “abdomen”  is  unknown 
although  suggesting  fat  or  full  belly. 

History  and  Mythology  provide  a wide  variety 
of  words.  Here  are  examples  — “venereal,” 
“aphrodisiac,”  “erotic,”  are  all  concerned  with 
love;  “morphia”  from  the  god  of  dreams;  “St. 
Anthony’s  fire,”  erysipelas;  “St.  Vitus’s  Dance,” 
chorea;  “priapism”  is  from  Priapus,  god  of 
procreation;  “sadism”  is  associated  with  sex 
cruelty  and  named  after  the  notorious  exponent, 
Marquis  de  Sade. 

In  Conclusion 

From  this  brief  introduction  to  medical  words 
and  terms  it  is  apparent  that  the  subject  is  com- 
plex, forbidding  and  often  incomprehensible. 
Experts  on  the  subject  suggest  rules  to  split 
words  into  their  components  but  admit  that  to 
know  the  various  meanings  requires  extensive 
training  in  languages  and  the  classics.  Although 
the  most  difficult  words  are  comparatively  few 
in  number,  these  same  words  are  frequently  used 
in  different  connections. 

The  purpose  of  this  series  of  articles  is  to 
introduce  the  subject  and  make  the  plea  for 
authors  to  use  extreme  care  in  issuing  new 
words  into  our  already  overcrowded  and  con- 
fused vocabulary.  Where  new  words  are  neces- 
sary they  should  always  be  short  and  descriptive. 
Abbreviation  and  numbers  such  as  “He  La 
Cell”;  “Angiotension  II,”  are  good  substitutes  for 
Latin-Greek  perplexities  or  personally  named 
monstrosities  (eponyms),  such  as  Sjogren-Miku- 
licz  Syndome.  Good  English  words  should  be 
preferred  and  can  be  invented  easier  than  trying 
to  go  back  to  a classic  name. 

With  the  publication  of  millions  of  printed 
words  and  the  present  tendency  to  invent  new 
ones  a board  of  nomenclature  control  is  almost 
inevitable.  If  voluntary  control  of  word  produc- 
tion is  not  effective  then  some  government 
agency  will  probably  take  over  and  then  the 
medical  dictionary  could  become  a loose  leaf 
publication  with  monthly  supplements. 


This  concludes  a series  of  three  articles  by  Dr. 
Smith,  of  Phoenix,  on  medical  words.  “Doctors, 
Words,  Controls”  appeared  in  the  May,  1962  issue 
of  Arizona  Medicine,  and  “Medical  Terms  — Origin 
and  Use”  was  published  in  the  July,  1962  issue. 
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Consultative  Psychiatry 

Jack  B.  Lomas,  M.D. 


Dr.  Lomas  reports  the  purpose  and  value  of  psychiatric  consultation  with 
trained  personnel  of  community  agencies.  Need  for  psychiatric  services 
appears  less  urgent  than  need  for  clearer  understanding  of  what  human 
calamities  the  psychiatrist  can  actually  treat. 


WIDE  gap  still  exists  between  the  needs  of 
communities  for  psychiatric  services  and  the 
supply  of  psychiatrists  and  other  trained  per- 
sonnel to  fill  these  needs.  Most  psychiatrists  find 
themselves  involved  for  the  main  part  in  a one- 
to-one  relationship  with  their  patients.  This  lim- 
its greatly  the  number  of  people  who  can  be 
seen  and  treated  by  them  in  a community. 

Economic  factors,  in  terms  of  time  and  money, 
enter  into  the  picture  as  to  availability  and 
choice  of  psychiatrists.  By  default  large  num- 
bers of  people  in  need  of  psychiatric  services 
get  little  or  no  help  privately.  And  the  majority 
seek  help  in  community  psychiatric  clinics  and 
public  agencies,  with  long  waiting  lists. 

When  The  Community  Mental  Health  Serv- 
ices first  began  in  Los  Angeles  County  in  1958 
(population  about  6 million),  it  was  felt  by  the 
advisors  of  the  program  that  a real  service  could 
be  performed  to  various  community  agencies  in 
need  of  services  by  the  development  of  a psychi- 
atric consultation  program.  This  plan  was  de- 
veloped. And  into  its  program  psychiatrists  in 
private  practice  were  enlisted  who  were  located 
in  all  the  areas  of  the  county.  Many  agencies  op- 
erating without  a psychiatrist  were  anxious  to 
have  periodic  psychiatric  consultations. 

At  first  it  seemed  simple  to  designate  a psy- 
chiatrist near  some  agency  to  help  and  work 


Presented  at  the  scientific  breakfast  meeting  at  Camelback 
Hospital,  Phoenix,  Arizona  on  October  10,  1961. 

Clinical  Professor  of  Psychiatry  at  UCLA. 

Chairman,  Los  Angeles  County  Mental  Health  Advisory  Board. 


with  the  community  problems  in  his  area.  But 
when  one  inquired  from  various  psychiatrists, 
interested  in  this  program  their  ideas  of  what 
constituted  community  psychiatric  consultation, 
it  was  clear  that  the  many  approaches  based  on 
the  particular  orientations  of  each  psychiatrist 
were  too  varied.  And  unless  a basic  understand- 
ing of  the  meaning  of  this  method  was  de- 
veloped, more  disservice  than  service  would 
result. 

Techniques  Workshop 

To  correct  this  situation,  a Chief  of  Consulta- 
tion Services  in  the  Department  of  Mental 
Health  was  appointed.  An  all-day  workshop  in- 
volving the  techniques  of  consultation  was  pre- 
sented on  two  occasions  to  a group  of  about 
eighty  psychiatrists  in  private  practice  who  were 
interested  in  this  type  of  community  service. 
Heads  of  various  agencies  interested  in  consulta- 
tive services  from  these  psychiatrists  were  also 
present.  These  workshops  were  conducted  by 
Dr.  Gerald  Caplan  of  the  Harvard  School  of 
Public  Health.  The  following  ideas,  based  on 
much  experience  in  this  technique,  were  pre- 
sented as  a framework  to  uniformly  guide  the 
psychiatrists: 

1.  Mental  health  consultation  was  defined  as 
an  interaction  process  between  two  professional 
workers,  namely,  the  consultant  and  the  con- 
sultee,  the  consultant  here  being  a psychiatrist. 

2.  The  consultee  was  defined  as  a professional 
person  from  the  social,  educational  health,  or 
welfare  field,  e.g.  teacher,  counselor,  public 
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health  nurse,  principal  of  a school,  probation 
officer,  social  worker,  or  psychologist,  and  so 
forth. 

3.  The  consultant  was  to  provide  assistance  to 
a consultee  regarding  a work  problem.  The  con- 
sultant was  not  to  do  psychotherapy  in  this  set- 
ting. Anxiety  in  consultees  was  markedly  re- 
duced when  they  were  made  aware  that  they 
themselves  were  not  being  “psychoanalysed.” 

4.  The  consultant  could  make  suggestions  that 
the  consultee  was  free  to  accept  or  reject.  Only 
a supervisor  who  was  not  in  the  role  of  the 
consultee  could  exercise  authority,  if  necessary, 
in  order  to  have  a suggestion  implemented  by 
a consultee. 

5.  Consultants  avoided  direct  services  to 
clients  of  an  agency  or  a consultee  wherever 
possible.  Sometimes  consultees  might  request 
psychotherapy  for  themselves  or  their  clients. 
The  consultant  could  direct  the  consultee  or 
client  to  appropriate  sources  for  personal  help. 

6.  Consultation  was  to  be  an  indirect  service 
to  schools,  social  welfare  and  assistance  agencies, 
probation  and  police  departments,  church 
groups,  public  health  vocational  rehabilitation 
agencies,  and  children’s  residential  settings  with 
particular  emphasis  on  agencies  serving  children 
in  the  community.  This  emphasis  on  services  to 
children  is  demonstrated  in  the  thirty-three 
agencies  in  the  county  now  presently  being  sup- 
plied consultative  services  by  psychiatrists  in 
private  practice.  Of  these,  sixteen  are  exclusively 
involved  with  services  to  children  and  eight  are 
involved  with  services  to  children  and  adults. 

Dr.  Caplan's  Concept 

Dr.  Caplan’s  basic  concept  of  consultation 
is  that  it  is  a service  designed  to  assist  pro- 
fessional people  in  professions  other  than  psy- 
chiatry and  to  utilize  the  services  of  a psychiatrist 
or  some  other  mental  health  professional,  such 
as  psychologist  or  a psychiatric  social  worker 
qualified  for  this  work.  Plans  for  expansion  of 
our  consultation  program  include  a number  of 
these  qualified  professionals  who  will  work 
directly  under  the  supervision  of  a psychiatrist. 

Evaluative  methods  are  being  developed  to 
determine  the  relative  advantages  of  one  sort 
of  consultation  over  another,  as  well  as  the 
relative  advantages  of  consultation  to  one  sort 
of  agency  over  another.  Some  preliminary  assess- 
ments indicate  a priority  for  providing  services 
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to  less  sophisticated  consultees  as  opposed  to 
more  sophisticated  ones,  and  a priority  should 
be  offered  to  agencies  that  provide  services  to 
children. 

Need  for  Consultive  Service 

Consultative  training  and  techniques  are  now 
being  provided  in  a few  training  centers,  notably 
the  Harvard  School  of  Public  Health,  under  the 
guidance  of  Dr.  Caplan,  and  the  Training  Center 
for  Community  Psychiatry  recently  established 
in  Berkeley,  with  Dr.  Portia  Bell  Hume  as  its 
head. 

In  many  of  the  far  western  states  where  long 
distances  exist  between  the  needs  and  the  avail- 
ability of  services,  this  type  of  program  can  be 
useful.  Workers  in  outlying  areas  do  feel  isolated 
from  the  more  populated  psychiatric  centers. 
This  kind  of  service  would  minimize  this  sense 
of  isolation  and  increase  the  effectiveness  and 
caliber  of  their  work. 

The  type  of  workshops  for  consultants  and 
consultees  that  proved  so  useful  in  Los  Angeles 
County  should  be  planned  before  proceeding 
with  this  program.  Psychiatrists  in  private  prac- 
tice, as  well  as  other  professionals  mentioned 
previously,  through  these  programs  have  been 
induced  to  step  beyond  the  boundaries  of  their 
offices,  to  participate  in  many  ways  in  the  im- 
provement of  mental  health  services  in  their 
communities. 

Consultative  services  promise  to  grow  in  im- 
portance as  a useful  and  expedient  discipline  to 
meet  the  challenge  of  time,  distance,  shortages 
of  services  and  personnel  in  widespread  areas 
with  unmet  needs,  and  should  be  encouraged  as 
soon  as  possible  in  its  development. 

One  of  the  purposes  of  this  paper  is  to  en- 
courage the  arrangement  of  one  or  two-day 
meetings  in  areas  where  this  type  of  consultative 
service  has  not  yet  been  developed.  Principals 
of  agencies,  as  well  as  private  psychiatrists  in- 
terested in  planning  to  give  a few  hours  a month 
toward  this  program,  could  invite  and  meet  with 
personnel  experienced  in  presenting  the  methods 
in  developing  this  kind  of  program.  In  this  way 
much  satisfaction  in  further  closing  the  gap 
between  the  needs  and  the  supply  of  psychiatric 
services  and  consultations  in  widespread  areas 
will  begin  to  meet  this  problem. 

REFERENCE 

1.  Gerald  Caplan,  M.D.:  Elements  of  a Community  Mental 
Health  Program,  page  77,  Milbank  Memorial  Fund,  New  York, 
1956. 
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SURBEX-T  provides 

therapeutic  B-complex 

with  500  mg.  of  C 


...in 

ORAL 

form? 


Patients  receive  replenish- 
ment in  the  easiest  possible 
manner  when  the  water  sol- 
uble vitamins  are  depleted, 
or  demands  are  increased. 


Each  Filmtab®  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi)....  15  mg. 

Riboflavin  (B,) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Bi2) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (C) 500  mg. 

(as  sodium  ascorbate) 

Desiccated  Liver,  N.F 75  mg. 

Liver  Fraction  2,  N.F 75  mg. 

. . . and  when  needs  are  more 
moderate,  Sur-Bex®  with  C,  I 

Abbott’s  improved  B-complex  I abbott  I 
formula  with  250  mg.  of  C. 
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Filmtab— Film-sealed  tablets,  Abbott:  U.S.  Pat.  No.  2,881,085 
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supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


„ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

'PROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
: HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 
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5055  North  34th  St 
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PHOENIX,  ARIZ 

OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Dire 


LIFTS 

DEPRESSION 
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ANXIETY 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood,.. relaxes  tension 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


CO-7393 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  for  literature  and  samples. 

‘Deprol* 

JEP.  WALLACE  LABORATORIES 
\a/s  Cranbury,  N.  J. 
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Dear  Doctor : 

• I recently  performed  a radial 

allowance  for  this  Pf^f^Yecessary  to  charge. 
Of  complications,  I f|*e  and  l was  wondering... 
the  patient  a h S- 
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IH 
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this  procedure  vex y 
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the  h.b.a.  life  INSURANCE  company 


Sincerely  yours 


Duke  H.  Gaskins,  M.D. 
Medical  Director 
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Medical  Society  of  the  United  States  and  Mexico 


Annual  Meeting  December  5-7,  1962,  Tucson,  Arizona 


THE  next  meeting  of  the  Medical  Society  of  the  United  States  and  Mexico 
will  take  place  in  Tucson,  Arizona  on  December  5,  6 and  7,  1962. 

The  headquarters  will  be  the  Tidelands  Hotel  which  is  centrally  located  and 
which  is  offering  special  rates  to  those  attending  the  convention  from  out  of  town. 

The  same  system  of  simultaneous  translation  through  individual  transistor 
receivers  that  was  so  successfully  tried  in  Hermosillo  will  be  employed  again. 

The  program,  which  is  still  in  its  tentative  phase,  will  feature  panels  and 
symposia  on  subjects  which  have  not  been  heretofore  covered  in  previous 
meetings. 

There  will  be  panels  and  symposia  on  pediatrics  and  gynecological  topics,  also 
on  renal  hypertension  as  well  as  on  emphysema  and  cor-pulmonale. 

In  addition  to  that,  there  will  be  various  individual  papers  by  prominent 
speakers  from  both  countries. 

On  December  5,  the  program  will  take  place  at  the  Tidelands  Hotel. 

On  December  6,  it  will  be  at  St.  Mary’s  Hospital.  At  that  time  the  artificial 
kidney  will  be  demonstrated. 

On  December  7,  the  session  will  take  place  at  Tucson  Medical  Center  and 
there  will  be  a visit  to  the  Cardio-Pulmonary  Laboratory  as  well  as  to  the  Radio- 
isotopes Laboratory. 

The  nonscientific  portion  of  the  meeting  will  consist  of  a brief  opening  cere- 
mony which  is  hoped  will  be  attended  by  the  governors  of  Arizona  and  Sonora. 
On  the  same  day,  there  will  be  a dinner  at  the  Tidelands.  Following  that,  a 
movie  on  the  mass  inoculation  against  polyiomyelitis  in  Phoenix  will  be  shown. 
In  the  evening,  there  will  be  a cocktail  party  and  buffet  at  the  Saddle  & Sirloin 
Restaurant. 

On  the  second  day  the  luncheon  will  be  held  at  the  Old  Pueblo  Club  jointly 
with  the  ladies. 

The  traditional  dinner-dance  on  the  evening  of  the  last  day  at  the  Tidelands 
will  officially  terminate  the  session. 

It  is  anticipated  that  there  will  be  a substantial  attendance  from  below  the 
border  and  that,  more  than  ever,  this  coming  meeting  will  provide  the  welcome 
opportunity  to  fraternize  with  our  colleagues  from  Mexico. 

It  is  respectfully  requested  that  if  you  intend  to  attend  that  you  make  your 
intention  known  to  our  American  secretary, 

Dr.  Charles  Kalil 
200  E.  Monterey  Way 
Phoenix,  Arizona 

so  that  we  may  canvas  the  anticipated  attendance  at  this  time  on  a preliminary 
basis.  However,  additional  information  will  be  sent  requiring  more  definitive 
commitments  so  that  arrangements  can  be  made  in  a more  efficient  manner. 

Juan  E.  Fonseca,  M.D. 
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Analyze  it ... 


Anyone  who  has  ever  taken  a manual  blood  cell  count  knows  how  tedious  it  can  be.  And  of 
course  tedium  breeds  errors.  Now,  the  San  born- From  mer  Cell  Counter  makes  blood  analysis 
extremely  simple  — pour  the  sample,  press  the  lever  and  within  25  seconds  you  can  read 
the  cell  count  directly  on  the  panel  meter. 

Accurate,  fast  counting  of  red  and  white  cells  is  made  possible  by  the  unique  optical-elec- 
tronic design  of  this  new,  economically-priced  Sanborn  instrument.  Approximately  50  times 
the  usual  number  of  cells  are  sampled,  greatly  reducing  the  statistical  error. 

Hematology  is  a relatively  new  field  for  Sanborn  instrumentation,  but  we  are  serving  it  with 
the  same  skills  that  are  applied  in  the  manufacture  of  electrocardiographs:  the  2-speed 
Model  100  Viso  Cardiette  ...  its  mobile  counterpart  the  Model  100M  Mobile  Viso  . . . and  the 
compact,  fully  portable,  18-pound 
Model  300  Visette.  These  and  all  other 
Sanborn  clinical,  research  and  moni- 
toring instruments  are  designed  to  de- 
pendably provide  needed  information 
in  its  most  usable  form. 


on  a Sanborn-  cell  counter 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 

Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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BULK 

IS 

BASIC 


in  correcting  constipation 


METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 


STRENGTHENS  THE  COLONIC  REFLEX 


<(The  natural  stimulus  to  peristalsis' ... 
is  the  distension  of  the  intestinal  wall — 99 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578. 


e.  d.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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prompt 


check  of 


In 

intestinal 


grippe 


diarrhea 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
^Provides  intestinal  antisepsis 


FORMULA: 


DOSAGE: 


SUPPLIED: 


Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ...0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment: reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 


EFFECTIVE  ANTIDIARRHEAL 


New  York  18,  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop’s  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


Bottles  of  16  fl.  oz.  (raspberry  favor,  pink  color ) 
Exempt  Narcotic.  Available  on  Prescription  Only. 
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ALTERNATIVES? 

HOW  do  you  want  your  medical  care  de- 
livered? Some  of  the  top  ranked  politicians 
have  threatened  to  make  medical  care  for  the 
aged  through  the  social  security  system  the  para- 
mount domestic  political  issue. 

President  Kennedy  has  asked  the  people  to 
. . return  in  November  a Congress  that  will 
support  a program  like  medical  care  for  the 
aged.” 

The  American  Medical  Association  has  been 
singularly  credited  as  THE  opponent  of  “Medi- 
care” with  the  inference  that  its  doctor  mem- 
bers are  not  of  the  same  opinion,  whereas,  the 
record  reveals  that  only  10  percent  of  all  doc- 
tors, 22  per  cent  of  the  Democratic  doctors,  and 
24  per  cent  of  those  who  are  not  members  of 
the  A.M.A.  support  the  King-Anderson  proposed 
legislation. 

Our  President  recently  stated  in  his  remarks 
relative  to  the  defeat  of  his  Medicare  bill,  “.  . . a 
program  which  has  been  fought  by  the  Amer- 


Editorials 

ican  Medical  Association  and  successfully  de- 
feated.” 

We  are  justly  proud  of  this  lofty  altruistic 
achievement. 

Although  the  medical  profession  may  have 
played  a key  role  in  calling  the  people’s  atten- 
tion to  the  true  significance  of  this  type  of  legis- 
lation, we  cannot  take  all  the  honors.  We  share 
the  distinction  with  the  many  who  fought  to  pre- 
serve free  enterprise  for  our  Republic. 

The  insufferable  yoke  of  socialized  medicine 
has  been  temporarily  returned  to  the  basement 
storage.  However,  it  will  be  paraded  again  dur- 
ing the  coming  Congressional  elections,  to 
challenge  that  system  which  assures  the  best 
medical  care  and  the  continued  rapid  improve- 
ment in  that  care. 

The  fostering  of  our  noble  objectives  leaves 
us  with  no  alternative  except  to  support  with 
vigor  those  candidates  whose  wisdom  super- 
sedes their  conception  of  political  expediency. 

Leslie  B.  Smith,  M.D. 
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“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.’’ 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  correct 
it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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INSTINCTS 

HAVE  you  felt  that  reading  in  psychology 
and  psychiatry  is  somehow  unsatisfying? 
It  is  not  that  the  writer  comes  to  no  scholarly 
conclusions.  Rather,  it  is  as  if  we  never  really 
understand  his  point  of  departure. 

To  borrow  a joke:  the  psychiatrist,  like  the 
liberal,  has  both  feet  firmly  planted  in  mid-air. 

Environmental  influences,  past  and  present, 
are  adduced  to  explain  a mental  disorder.  The 
explanation  may  be  internally  consistent  and 
very  plausible.  But  one  asks  how  another  indi- 
vidual in  comparable  circumstances  attained 
a healthy  adjustment. 

The  physician  comes  then  to  check  the  organ 
systems  and  the  internal  secretions.  Subnormal 
values  and  abnormal  ratios  often  seem  incidental. 
And  we  have  no  axial  orientation  for  what  are 
causes  and  what  are  effects.  The  theorist  help- 
lessly invokes  his  deus  ex  machina,  hereditary 
predisposition. 

In  all  of  these  approaches  to  the  study  of 
human  behavior  — the  psychological,  the  phy- 
siological and  the  genetic  — and  in  their  com- 
binations, we  are  still  up  in  the  air. 

The  groundwork  has  been  neglected;  aye,  even 
renounced.  The  groundwork  is  the  identifica- 
tion of  the  instincts  of  the  human  species. 

A long  time  ago  some  attempts  were  made  to 
define  and  classify  the  various  instincts  of  man. 
Efforts  were  directed  toward  determining 
whether  and  in  what  ways  his  instincts  were  dif- 
ferent from  those  of  other  primates  and  those 
of  other  animals  in  general. 

The  task  proved  insuperably  difficult  and  was 
abandoned.  Our  science  then  rationalized  its  fail- 
ure by  discrediting  the  concept,  instinct,  and 
by  denouncing  all  classifications,  old  and  new. 
The  term  is  scarcely  to  be  found  in  the  text- 
books of  neurology  and  psychiatry. 

Yet  the  instincts  are  there  in  every  member 
of  the  species. 

They  are  deeper  and  more  basic  than  the  hor- 
mones and  neurons  which  interact  with  them. 
They  are  broader  and  more  pervasive  than  the 
particular  heredity  of  the  individual.  They  are 
the  prime  movers  of  all  purposeful  or  goal-direct- 
ed behavior. 

The  structure  of  most  psychological  theories  is 
erected  on  a pitiful  error:  Freud’s  notion  of  two 
opposing  instincts,  eros  and  thanatos,  life-wish 
and  death- wish,  constructiveness  and  aggression. 


Freud  saw  people  in  hospitals  as  we  observe 
animals  in  cages.  In  such  artificially  restrictive 
situations  only  sexual  preoccupations  and  ran- 
dom destructiveness  will  be  observed.  He  con- 
fused instinct  with  tropism  (attraction-repulsion; 
larvae  turn  and  creep  away  from  the  light;  the 
moth  flies  toward  it). 

Instincts  are  not  polar,  do  not  oppose  one  an- 
other. They  work  in  harmony. 

Surely  there  are  more  than  two  instincts.  The 
human  is  not  more  bleakly  endowed  than  the 
other  animals  with  their  rich  arrays  of  compli- 
cated instincts.  Has  man  only  sex  and  the  in- 
stinct of  self-preservation?  Is  the  sexual  instinct 
itself  no  more  intricate  and  beautiful  than  caudal 
copulation? 

There  are  at  least  a dozen  irreducible  instincts. 
They  underlie  the  superficial  and  secondary  as- 
pects of  behavior  to  which  the  psychiatrist  has 
paid  exclusive  attention. 

Instincts  are  the  force  behind  our  methods  and 
selections  in  food  gathering  and  storage.  ( Simple 
hunger  and  thirst  are  more  like  tropisms.  It  is 
the  complicated  technique  of  killing  prey  and 
bringing  it  home  that  illustrates  instinct.) 

INSTINCTS  initiate  the  play  of  children,  re- 
hearsing in  miniature  their  ensuing  roles  (the 
boy  with  his  toy  gun  and  the  little  girl  with  her 
baby  carriage ) . 

Instincts  prompt  us  to  smear  and  draw,  to  take 
apart  and  put  together.  They  push  and  guide  us 
toward  home  building  and  gardening.  They  in- 
cite us  to  defend  our  possessions  and  to  coop- 
erate in  repelling  the  invader.  Witness  again  the 
territorial  wars  of  adolescent  gangs. 

Instincts  arouse  our  curiosity,  vis  a tergo,  and 
influence  us  toward  exploration  and  migration. 
They  urge  our  mating  and  impel  the  care  of  our 
young.  Even  altruism  and  self-sacrifice  are  some- 
times instinctive  and  not  unknown  in  other  mam- 
mals. 

The  bee  and  the  beaver,  the  gorilla  and  the 
man,  each  beats  out  a Morse  code  of  comunica- 
tion.  Insects  and  birds  and  teen-agers  all  stomp 
to  and  fro  in  their  mating  dances.  Men  and 
wolves  and  night  birds  sing  by  the  campfire  to 
frighten  away  strangers  when  the  moon  is  full. 

Take  modesty  as  a piquant  example  of  in- 
stinct. At  first  glance  it  would  appear  to  be  pri- 
marily a learned  or  cultural  reaction.  Not  quite. 
A fully  developed  young  woman,  after  an  in- 
terval of  several  months’  amenorrhea,  will  in- 
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advertently  display  some  disregard  or  lessened 
embarrassment  at  exposure  during  physical 
examination.  On  return  of  regular  menstrual 
cycle  she  will  be  noticeably  more  modest. 

Does  the  interplay  of  hormonal  influence  and 
social  consciousness  account  for  her  modesty? 
No;  the  instinct  with  its  natural,  species-unique 
timing  is  the  wellspring  of  her  modesty.  Aspects 
of  reproduction,  like  menstruation  and  nursing, 
are  variously  attended  by  modesty  in  other  spe- 
cies than  the  human. 

The  instincts  cannot  be  explained  away.  They 
are  already  there.  They  work  in  cooperation 
with  endocrine  and  environmental  stimulation  — 
but  precede  both. 

They  are  prior  to  imitation  or  experience  or 
habit  or  cultural  conditioning.  They  are  enrich- 
ed but  not  altered  by  learning.  They  remain 
powerful  in  their  own  right.  Intelligence  does  not 
supersede  or  compete  with  instinct. 

Intelligence  and  the  primary  emotions  ( desire, 
anger,  fear,  disgust)  are  the  handmaidens  of 
instinct.  Each  instinct  makes  use  of  cognitive, 
affective  and  conative  faculties  (think,  feel, 
strive)  but  these  faculties  do  not  explain  in- 
stinctive behavior. 

The  instincts  reside  in  the  soma  and  have  their 
source  in  the  biology  of  the  species.  They  act 
through  the  brain  and  mind  of  man,  with  or 
without  consciousness.  Each  instinct  is  or  has  its 
own  blueprint  or  template,  phylogenetically 
adapted  to  the  environmental  situation.  These 
templates  can  be  altered  or  effaced  only  by  stark 
physical  means;  mutilation,  irradiation,  pro- 
longed chemical  corrosion. 


Every  instinct  presses  through  complex  chains 
of  activities  toward  its  specific  gratification.  Each 
demands  an  appropriate  share  of  the  energy  of 
the  individual.  For  the  energy  or  force  of  the 
instincts  we  have  as  yet  no  name,  no  Einsteinian 
formula,  no  calipers  or  gauges.  Who  can  measure 
the  spider’s  determination  to  spin  and  repair  his 
web? 

It  is  a force  to  be  reckoned  with.  If  you  block 
one  after  another  of  the  instincts  of  any  animal, 
including  the  human,  you  can  observe  a coiling 
and  mounting  fury.  It  will  generate  and  dupli- 
cate any  of  the  internally  or  externally  destruc- 
tive disorders  which  fill  our  asylums  and  peni- 
tentiaries. 

The  bear  scratches  his  message  on  the  bark 
of  a tree.  He  feels  some  gratification  in  doing  it. 
He  would  overcome  obstacles  to  get  it  done.  He 
knows  what  he  is  doing.  But  he  does  not  know 
why. 

We  write  our  editorials  on  the  bark  after  it 
has  been  highly  processed.  We  do  not  really 
know  why.  Psychological  explanations  are  in  the 
last  analysis  unsatisfactory.  The  source  is  another 
of  the  many  instincts  which  we  share  with  all 
animals. 

Society  does  not  turn  to  our  science  for  more 
shock  treatments  and  tranquilizing  agents,  more 
couches  and  more  elaborate  metaphysical  theor- 
ies. It  is  not  our  function  to  deny  or  destroy 
the  instincts.  It  is  our  urgent  and  basic  responsi- 
bility to  identify  and  study  them. 

Then  and  only  then  can  society  make  wiser 
provision  for  their  natural  and  necessary  ac- 
tivity. 

William  B.  McGrath,  M.D. 


PRACTICAL  NURSING  SCHOOLS 

“In  1960  there  were  662  state  approved  schools  of  practical  nursing  in  the 
United  States.  In  1950  there  had  been  only  about  150.  In  this  ten-year  period 
the  number  of  yearly  graduates  from  practical  nursing  programs  increased  from 
about  3,000  to  over  16,000.” 

From  “Education  for  Practical  Nursing,  1960”  A study  of  nursing  education 
by  the  National  League  for  Nursing,  Inc.,  10  Columbus  Circle,  New  York  19, 
N.  Y. 
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Results  on  SKIN  are  the  true  test  of  a topical  anti-infection  agent.  Because  no  in 
vitro  test  can  duplicate  a clinical -situation  in  living  skin,  clinical  use  alone  proves  topical 
effectiveness.  In  thousands  of  cases  of  bacterial  skin  infection,  consistently  good  results 
prove  that  ‘Neosporin’  Ointment  works  where  topical  efficacy  counts  — on  the  patient’s 
skin.  Why?  The  antibiotics  diffuse  readily  from  the  special  petrolatum  base  since  they 
are  insoluble  in  the  petrolatum  but  readily  soluble  in  tissue  fluids. 

‘Neosporin’  Ointment  is  bland,  and  rarely  sensitizes. 

‘NEOSPORIN’"  iSF  ANTIBIOTIC  OINTMENT 

Supplied:  Tubes  of  1 oz.,  V&  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 


MLA  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Soma  relieves  stiffness 
— stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity— often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (« -J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  dosage: 
1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  act 


® ( carisoprodol,  Walla 

Wallace  Laboratories,  Cranbury,  New  Jers 


MalwinaT.  Lemmle,M.D 


On  May  27th  of  this  year  Dr.  Malwina  T. 
Leminle,  a friend  of  the  mentally  ill  of  Pima 
County,  died  in  St.  Mary’s  Hospital  of  carcinoma 
of  the  pancreas. 

She  was  born  61  years  ago  in  Buffalo,  New 
York,  the  daughter  of  a prominent  German 
banker  and  solid  housewife  who,  along  with  a 
brother  and  two  sisters,  survive  her. 

Graduating  from  New  York  State  College  for 
Teachers  in  Albany,  she  began  a teaching  career 
which  at  first  was  confined  to  children.  But  fol- 
lowing her  attainment  of  a master's  degree  in  the 
biochemical  sciences  at  the  University  of  Mich- 
igan in  1929  and  a doctorate  in  medicine,  she 
continued  to  be  a great  teacher  to  all  who  had 
the  honor  to  assist  her  in  her  work. 

She  served  twelve  years  in  the  state  mental 
hospital  system  in  New  York  at  Binghampton 
and  Rochester,  caring  for  patients  and  impart- 
ing her  unusual  knowledge  as  well  as  common 
sense  to  her  younger  colleagues  and  the  psychia- 
tric nursing  personnel. 

Because  of  an  annoying  fibrositis  she  left  the 
farm  academic,  though  thermally  frigid  atmos- 
phere of  upstate  New  York,  to  come  to  the  wild 
west  and  the  newly  established  Tucson  Medical 
Center  where  as  a woman  medical  resident  — 
a strange  combination  for  the  rugged  individual- 
ists — she  recovered  her  health,  and  a year  later 
in  1946  entered  the  private  practice  of  psychiatry. 


1901  -1962 


No  medical  politician,  she  was  truly  appre- 
ciated by  those  who  worked  with  her  and  saw 
her  transform  the  care  of  the  mentally  ill  from 
brutal  incarceration  in  the  county  jail  through 
primitive  care  in  the  County  Hospital  halls  to  the 
modern  closed  ward  at  Pima  County  Hospital. 
This  was  not  done  without  great  sacrifice  of  her 
time,  health,  and  financial  welfare,  for  she  cared 
for  rich  and  poor  without  regard  for  recompense 
and  at  times  was  hampered  by  her  politically 
astute  colleagues  who  underestimated  her  capa- 
bilities. 

Always  a lady,  she  fought  back  only  when 
the  welfare  of  the  patient  was  at  stake  and 
proved  herself  to  be  a superb  expert  witness  in 
contested  court  cases,  a role  which  gave  her 
justifiable  satisfaction. 

Disdaining  medical  politics  as  unbecoming  a 
lady,  she  was  prominent  in  the  American  Asso- 
ciation of  University  Women,  the  Order  of  East- 
ern Star,  Pi  Lambda  Theta  as  well  as  the  Zonta 
Club  of  which  she  was  local  president  in  1980 
and  area  director  in  1961.  Happily,  she  attend- 
ed their  convention  in  Hawaii  shortly  before  her 
terminal  illness. 

She  will  be  remembered  by  her  colleagues  in 
medicine,  the  legal  profession,  and  the  courts, 
as  an  unselfish  worker,  a stickler  for  detail,  and 
always  a gracious  lady. 

John  K.  Bennett,  M.D. 
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Kent’s  development  of  the  “Micronite”  filter 
revolutionized  the  cigarette  industry.  Shortly 
after  introduction  of  Kent  with  its  famous 
filter,  the  swing  to  filter  cigarettes  got  started 
in  earnest.  And  no  wonder.  Kent  with  the  new 
"‘Micronite”  filter  refines  away  harsh  flavor, 
refines  away  rough  taste,  for  the  mildest  taste 
of  all. 


Treat  your  taste 
kindly  with  KENT 

The  finer  the  filter ; 
the  milder  the  taste 


A PRODUCT  OF  P.  LORILLARD  COMPANY  • FIRST  WITH  THE  FINEST  CIGARETTES  • THROUGH  LORILLARD  RESEARCH 

© 1 962  P.  LORILLARD  CO. 
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. SPECIAL  COUGH  FORMULA 

for  Children 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 

Neo-Synephrine®  hydrochloride  . . 


5.0  mg. 
2.5  mg. 


Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 

Exempt  Narcotic 


LABORATORIES 

New  York  18,  N.  Y 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 
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When  you  choose  an  anorectic— 


“Does  it  help  the  patient 
maintain  the  proper  diet, 


is  it  free  of  dangerous 


side  effects,  and  does 
the  patient  like  it?”1 

Perhaps  you’ll  find,  as 
Stevenson  did,  “[‘Eskatrol’] 
seems  to  meet  these 
criteria  better  than  most.” 

1.  Stevenson,  L.E.:  M.  Ann.  District  of  Columbia  30  A09  (July)  1961. 

ESKATROL* 

SPANSULE* 

brand  of  sustained  release  capsules 


PRESCRIBING  INFORMATION 

Formula:  Each  ‘Eskatrol’  Spansule  sustained  release  capsule  contains  Dexedrine® 
(brand  of  dextro  amphetamine  sulfate),  15  mg.,  and  Compazine®  (brand  of 
prochlorperazine),  7.5  mg.,  as  the  dimaleate. 

Recommended  Dosage:  One  ‘Eskatrol’  Spansule  capsule  daily,  taken  in  the  morning. 
Side  Effects:  Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent, 
and  usually  mild  and  transitory. 

Cautions:  Clinical  experience  has  demonstrated  that  ‘Eskatrol’  (containing  the 
phenothiazine  derivative,  prochlorperazine)  has  a wide  margin  of  safety  and  that 
there  is  little  likelihood  of  blood  or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms).  The  physician  should  be  aware,  however,  of  their 
possible  occurrence. 

‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe 
hypertension,  advanced  cardiovascular  disease,  or  extreme  excitability. 


Prescribing  information  adopted  Jan.  1961 
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Favoring  Blue  Cross? 

OCCASIONALLY  you  will  hear  a loose  re- 
mark that  hospitals  are  prone  to  provide 
Blue  Cross  members  with  preferential  treat- 
ment, or  that  they  are  discounting  the  subscrib- 
er’s bill  by  their  contractual  agreement  with 
Blue  Cross. 

We  are  certain  that  if  a given  number  of  these 
same  people  could  be  transported  to  heaven  and 
back,  a prescribed  percentage  of  them  would  be 
critical  of  such  celestial  confines. 

Our  point?  That  we  are  never  without  criti- 
cism no  matter  what  the  sitution  or  occasion. 
You  can  write  it  oft  as  one  of  the  human  frail- 
ties. 

The  philosophy  that  traditionally  applies  to 
nonprofit  hospitals,  in  turn  applies  to  the  hos- 
pitals' own  prepayment  structure,  Blue  Cross. 
The  nonprofit  principle  was  adopted  from  the 
outset  by  hospitals  and  then  by  Blue  Cross. 

Those  who  were  first  instrumental  in  caring 
for  our  sick  felt,  as  do  those  who  currently  care 
for  the  sick,  that  the  health  of  mankind  was  and 
is  a community  problem.  The  humanitarian  as- 
pect of  providing  care  has  always  been  that  it 
should  be  done  without  profits  accruing  to  in- 
dividuals. 

The  community  hospital,  as  its  name  implies, 
belongs  to  the  comnnity,  and  as  such  serves  the 
community.  The  same  thing,  in  essence,  is  true 
of  Blue  Cross. 

Representatives  of  hospitals  have  a major  say 
concerning  what  takes  place  within  Bine  Cross. 
Hospital  administrators  and  people  from  their 
boards  of  trustees  serve  on  Blue  Cross  boards 
and  have,  rightfully  so,  a great  deal  to  say 
about  the  policy  of  Blue  Cross  and  the  opera- 
tion of  the  organization. 

Hospital  people  have  a major  and  important 
voice  in  what  the  Blue  Cross  benefits  are  and 
what  the  rates  will  be  to  provide  these  benefits. 

This  same  prerogative  has  never  been  offered, 
at  least  to  any  degree,  to  hospital  people  as  far 
as  their  being  a part  of  the  composition  of  the 
board  of  directors  of  insurance  companies. 

The  obligation  of  community  hospitals  and 
Blue  Cross  is  to  the  public.  Because  of  this  storng 
and  ever  present  obligation,  the  two  organiza- 
tions have  combined  their  efforts  in  providing 
services  to  the  enrolled  Blue  Cross  members, 
generally  on  an  unlimited  basis  rather  than  pro- 
viding limited  indemnification  on  each  hospital 
stay. 
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Because  Blue  Cross,  through  its  contractual 
agreement  with  its  member  hospitals,  offers  serv- 
ices rather  than  limited  cash  allowances,  as  the 
cost  of  hospital  care  increases  from  year  to  year, 
the  value  of  unlimited  Bine  Cross  services  ob- 
viously grows  ever  more  valuable. 

Conversely,  insurance  benefits  based  on  an 
indemnification  basis  remain  the  same  from  year 
to  year.  Thus,  if  a certain  amount  is  allowed 
for  the  daily  room  and  board  today,  as  compared 
to  five  or  ten  years  ago,  you  can  readily  see  that 
this  allowance  becomes  of  less  value  in  rela- 
tionship to  the  current  hospital  costs  and  charges, 
with  a lesser  ratio  of  benefits  accruing  to  the 
subscriber. 

Such  advantages  of  a service  program  are  ap- 
parent. Its  existence  is  solely  for  the  good  of  the 
community  and  the  people  therein,  again  based 
on  the  traditional  concepts  of  providing  care  for 
each  other. 

And  as  we  said  in  the  second  paragraph,  you 
will  always  find  a prescribed  percentage  of  peo- 
ple who  would  be  critical  of  such  celestial  con- 
fines, and  we  might  add,  anything  else  for  that 
matter. 

Robert  R.  Rinhart 
Public  Relations  Director 
Blue  Cross  - Blue  Shield 

The  United  States  Public  Health 
Communicable  Disease  Center, 
Phoenix  Field  Station 

“Herein  is  recorded  my  reaction  and  as 
near  as  possible  the  words  of  Melvin  H. 
Goodwin,  Jr.,  Ph.D.,  Scientist  Director  of  the 
Phoenix  Field  Station,  as  we  discussed  the 
new  housing  construction  for  the  United 
States  Public  Health  Communicable  Dis- 
ease Center,  Phoenix  Field  Station.”  Norman 
A.  Ross,  M.D. 

Mel  Goodwin  and  I viewed  what  was  once  a 
field,  a part  of  the  Phoenix  Indian  School  Farm 
on  North  Seventh  Street  in  Phoenix. 

This  nearly  two  acres  on  Seventh  Street  is 
bordered  on  the  south  by  the  Phoenix  Veterans 
Administration  Hospital,  on  the  west  by  what 
may  in  the  future  be  a city  park,  and  on  the  north 
by  the  athletic  field  of  the  Phoenix  Central  High 
School.  On  the  northeast  corner  of  this  site  is 
a tool  house,  to  be  sure.  Immediately  behind  this 
are  trucks,  pickups,  workmen’s  cars,  and  the 


October,  1962 


53A 


Topics  of  Current  Medical  Interest 

ever-present  rolling  drum  of  a pre-mix  carrier. 
There  are  mounds  of  earth.  There  are  stacks  of 
cement  blocks.  Men,  equipment,  and  supplies 
dot  the  area.  Footings  are  in.  The  Phoenix  Field 
Station  laboratory  is  being  built  to  order. 

Immediately  before  this  ground  was  declared 
surplus,  young  Indians  worked,  roamed,  on  what 
now  is  to  be  the  most  modern  of  modern  health 
laboratories.  ...  A laboratory  built  for  the  com- 
plete study  of  diarrheal  diseases,  primarily.  The 
Indian  could  well  leave  his  land  for  such  a proj- 
ect, for  it  is  he  who  suffers  most  from  this 
scourge.  It  is  this  scourge  that  accounts  for 
the  high  mortality  rate  among  the  infants  of  his 
race. 

The  diarrheal  diseases  are  no  respecters  of  race 
as  evidenced  by  the  high  mortality  rate  among 
infants  of  we  more  recent  arrivals  in  Arizona. 

The  Indian  wards  of  the  government  and  we 
others  who  will  benefit  from  these  studies  are 
to  feel  the  effects  of  the  physician-scientist,  the 
toxicologist,  the  bacteriologist,  who  are  now 
to  be  properly  housed  as  they  collect  specimens, 
culture  same,  study  the  behavior  and  the  en- 
vironmental factors  conducive  to  the  virility  and 
spread  of  these  dread  pathogens.  We  and  they 
hope  for  vaccines  and  preventive  measures.  We 
have  full  knowledge  that  our  colleagues  here, 
and  those  others  in  the  para-medical  sciences 
that  are  here  associated  with  them,  must  find 
the  cause  if  we  are  to  hope  to  work  the  cure. 

I shall  now  approach  Mel  Goodwin’s  words 
as  closely  as  possible  in  giving  you  the  back- 
ground and  the  specifics  as  related  to  the  United 
States  Public  Health  Service  Communicable  Dis- 
ease Center,  Phoenix  Field  Station. 

The  beginning  of  construction  last  month  on 
a new  building  for  the  Phoenix  Field  Station  of 
the  U.  S.  Public  Health  Service’s  Communicable 
Disease  Center  drew  attention  to  evolution  of 
the  service’s  work  on  infectious  enteric  diseases. 
These  studies  cover  almost  thirty  years,  of 
which  more  than  the  last  five  have  involved 
intensive  planning  to  develop  this  national  faci- 
lity in  Phoenix. 

In  common  with  other  modern  laboratories, 
the  physical  structure  which  looks  like  a build- 
ing is  actually  a complex  machine.  This  one 
was  designed  to  provide  the  physical  facilities 
for  observation  and  experimentation  that  are 
prerequisite  to  development  of  control  meas- 
ures against  infectious  diseases.  The  38,000 
square  feet  of  space  in  the  laboratory  incorpor- 


Dr.  Ross7  Contribution 

“When  they  start  building  the  new  Com- 
municable Disease  Center  . . . they  should 
dedicate  the  bricks  to  Norman  Ross.  For 
it  was  Norman  Ross,  probably  more  than 
anyone  else,  who  made  possible  establish- 
ment of  the  center  in  the  first  place. 

“Dr.  Ross  energetically  encouraged  loca- 
tion of  the  station  in  Phoenix  and  did  much 
of  the  organizational  work  in  connection 
with  securing  the  invitations  and  coopera- 
tion from  civic  and  health  officials,  locat- 
ing and  arranging  for  quarters,  and  obtain- 
ing other  support  necessary  for  organiza- 
tion of  the  new  facility,  said  Melvin  H. 
Goodwin,  Jr.,  scientist  director  of  the  sta- 
tion. 

“He  was  instrumental  in  obtaining  full 
cooperation  and  encouragement  of  both  the 
Arizona  and  Maricopa  County  medical  so- 
cieties. The  enthusiastic  support  of  the  local 
medical  group  and  of  the  state  and  county 
health  departments  were  deciding  factors 
in  selection  of  Phoenix  for  the  station, 
Goodwin  said. 

“And  because  of  the  dominant  role  he 
played  in  coordinating  efforts  to  bring  the 
Communicable  Disease  Center  to  Phoenix, 
dedication  of  some  of  the  bricks  to  Dr.  Nor- 
man Ross  would  seem  highly  appropriate.’’ 
“Round-up” 

Official  Publication 

Maricopa  County  Medical  Society 

November,  1961 


ates  many  unique  features. 

One  of  the  five  separate  units  is  devoted  to 
offices,  library,  and  meeting  rooms.  The  mech- 
anical area  for  machinery  and  shops  occupies 
another  section.  The  remaining  three  units  in- 
clude the  laboratory  areas.  The  flow  of  air  in 
each  laboratory  room  can  be  adjusted  to  make 
the  room  negative,  positive,  or  neutral  with 
respect  to  air  pressure  in  adjacent  areas.  This 
enables  precise  control  of  air  movement  when 
working  with  infectious  material.  Quarters  for 
isolating  experimental  animals  are  provided  in 
a central  area  accessible  to  the  laboratories. 

The  principal  mission  of  the  Phoenix  Field 
Station  is  the  control  of  infectious  enteric  dis- 
eases in  man.  This  group  of  diseases  is  second 
only  to  respiratory  infections  as  a cause  of  death 
among  infants  and  as  a cause  of  time  lost  be- 
cause of  illness  among  workers  and  students. 
The  work  has  three  major  objectives:  1)  to  de- 
termine what  bacterial,  parasitic,  and  viral 
agents  — or  physiologic  condition  of  the  hosts 
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— are  associated  with  acute  enteric  infections, 
2 ) to  determine  how  the  various  infectious 
agents  are  maintained  and  transmitted  in  the 
environment  and  under  what  circumstances 
symptoms  are  produced  in  man,  and  3)  to  de- 
vise, apply,  and  evaluate  specific  techniques  for 
control  of  enteric  pathogens. 

The  research  projects  currently  underway  in 
the  present  laboratory  at  706  East  Adams  Street 
cover  a wide  range  of  enteric  infections.  Studies 
range  from  investigations  on  acute  diarrhea  of 
infants  characterized  by  high  mortality  to  viral 
gastroenteritis  noteworthy  for  high  morbidity 
and  ill-defined  etiology. 

The  program  that  will  be  continued  in  the 
new  laboratory  is  a far  cry  from  work  initiated 
more  than  a quarter  century  ago.  The  emphasis 
then  was  on  classic  enteric  diseases  such  as 
bacillary  dysentery  and  typhoid  fever.  Cholera 
had  not  long  waned  as  a prominent  public 
health  problem.  While  the  residue  of  some  of 
these  problems  still  receives  attention,  efforts 
are  concentrated  on  the  less  well-known  infec- 
tions; for  example,  those  of  viral  etiology,  for 
which  effective  control  measures  are  not  avail- 
able. Some  of  the  accomplishments  of  the  sta- 
tion during  the  past  five  years  are  reported  in 
the  articles  listed  below. 

This  laboratory  was  located  in  the  Southwest 
because  of  the  high  prevalence  of  enteric  in- 
fections in  this  area.  Phoenix  was  selected  as 
headquarters  for  the  activity  because  of  the 
substantial  support  and  cooperation  offered  by 
the  medical  community  and  by  the  operating 
health  departments  in  Arizona. 

Work  with  enteric  diseases  and  investigations 
of  the  toxic  hazards  of  insecticides  now  re- 
ceive principal  emphasis  at  the  Phoenix  Station. 
However,  the  laboratory  is  adaptable  to  a vari- 
ety of  investigations  related  to  communicable 
diseases.  The  Communicable  Disease  Center,  un- 
der which  the  Phoenix  Station  operates,  is  a 
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major  division  of  the  Bureau  of  State  Services  in 
the  U.  S.  Public  Health  Service.  Dr.  C.  A.  Smith, 
an  Assistant  Surgeon  General,  is  director  of 
the  center. 

We  Arizona  physicians  are  proud  of  the  work 
and  the  dedication  of  our  personable,  knowl- 
edgeable colleagues  at  the  Communicable  Dis- 
ease Center,  Phoenix  Field  Station. 

The  Arizona  Indian’s,  the  Arizonan’s  health 
future  is  that  much  brighter  here  at  home  for 
what  we  feel  will  be  the  accomplishments  of 
this  laboratory  of  the  United  States  Public 
Health  Service  Communicable  Disease  Center 
and  our  own  Phoenix  Field  Station. 

I offer  references  to  recent  scientific  literature 
as  proof  of  the  industry  of  the  personnel  who 
operate  in  and  out  of  the  United  States  Public 
Health  Service  Communicable  Disease  Center, 
Phoenix  Field  Station. 
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Arizona  Location  Inquiries 

Many  inquiries  concerning  location  in  Arizona  have  been  received  by  The 
Arizona  Medical  Association,  Inc. 

This  list  is  available  and  will  be  supplied  on  request.  Write  to  Arizona  Medi- 
cine, 720  North  Country  Club  Road,  Tucson,  Arizona. 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr. ; ephedrine,  % gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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"relief  of  symptoms  is  striking  with  Rautrax-N”+ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 

For  full  information,  see  your  Squibb 


tensive  effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  -capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 


tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 
Product  Reference  or  Product  Brief. 


Rautrax-N 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  ( Raudixin) 
and  Bendroflumethiazide  (‘Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Qlin 


'RAUDIXIN'  ®,  'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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A full  "comeback”  for  the  alcoholic  is  partly  de- 
pendent on  nutritional  balance ...  aided  by  therapeutic 
allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished. ..from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
water-soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSGAPS 


Stress  Formula  Vitamins  Lederle 


Future  Medical  Meetings  and  Postgraduate  Education 


POSTGRADUATE  SEMINAR  ON 
PEDIATRICS,  OBSTETRICS  - GYNECOLOGY 

November  9-10,  1962 


A Postgraduate  Seminar  on  Pediatrics,  Obstet- 
rics-Gynecology will  be  held  Friday  and  Satur- 
day, November  9 and  10,  1962,  at  Good  Samari- 
tan Hospital.  The  Seminar  is  co-sponsored  by 
Good  Samaritan  Hospital  and  the  Maricopa 
County  Chapter  of  the  American  Academy  of 
General  Practice  with  approval  for  Category  I 
credit  by  the  Arizona  Academy  of  General  Prac- 
tice. 


The  enrollment  charge  is  $10.00  for  both  Fri- 
day and  Saturday  sessions,  or  $5.00  for  one 
session.  Checks  should  be  made  payable  to  Good 
Samaritan  Hospital. 

An  outline  of  each  presentation  will  be  dis- 
tributed to  all  physicians  who  attend  the  sem- 
inar meetings. 


1:00  p.m. 

1:30  p.m. 
2:10  p.m. 


8:00  a.m. 


8:00  a.m. 


9:00  a.m. 
9:30  a.m. 


10:15  a.m. 


10:45  a.m. 


11:15  a.m. 


PROGRAM  FOR  OBSTETRICS-GYNECOLOGY 
Friday,  November  9, 1962 
Moderator:  William  E.  Crisp,  M.D. 

Each  presentation  will  be  followed  by  a 15  minute  question  and  answer  period. 
Registration  2:50  p.m.  Intermission 

Office  Gynecology  3:05  p.m. 

William  E.  Crisp,  Jr.,  M.D. 

Hormones  Uses  — Abuses  3:45  p.m. 

Raymond  Jennett,  M.D. 

Saturday  Breakfast 
Seminar  (combined  Ob-Peds) 

Rh  Problem 

William  Lawrence,  M.D.  and  Edward  Sattenspiel,  M.D. 


Toxemia 

Robert  Gullen,  M.D. 
“When  is  she  deliverable?’ 
Gordon  Gilbert,  M.D. 


PROGRAM  FOR  PEDIATRICS 
Saturday,  November  10,  1962 
Moderator:  Herman  Lipow,  M.D. 

Each  presentation  will  be  followed  by  a 15  minute  question  and  answer  period. 
Roundtable  Discussion  by  Obstetric  and  Pediatric  Department 
“Management  of  Erythroblastosis  Fetalis” 

Discussants:  Jerome  Kaye,  M.D.,  Richard  Creasman,  M.D., 

Edward  Sattenspiel,  M.D.,  and  William  Lawrence,  M.D. 

Diagnosis  and  Management  of  Cardiac  Problems  in  the  Newborn 
Speaker:  Marian  Molthan,  M.D. 

Practical  Office  Diagnosis  and  Therapy  of  Anemias  in  Childhood  (or  is  Imferon 
Ever  Indicated)? 

Speaker:  Richard  Boas,  M.D. 

How  to  Help  the  Parents  Accept  a Newly  Born  Mongoloid  Infant  — The 
Parents’  Viewpoint. 

Discussants:  Herman  Lipow,  M.D.,  Mrs.  Donald  MacDougall, 

Mrs.  Eugene  Henning,  Mrs.  Harley  Petterson. 

When  Is  a Child  Too  Small  — Tips  on  the  Management  of  the  Child  with 
Short  Stature. 

Speaker:  Joseph  Kirschvink,  M.D. 

Newborn  Babies  Who  Vomit:  A Practical  Approach  to  the  Diagnosis  of  Vomit- 
ing in  the  Newborn  Period. 

Speaker:  Lawrence  Linkner,  M.D. 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

HOME 

Approved  and  Recommended  by  , 

LOANS 

Your  Insurance  Committee  and 
Board  of  Directors 

5 3/4> 

☆ ☆ ☆ 

To  buy  a home  . . . 
Refinance  your  present 
one  . . . 

A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL  ; 

ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 

See  Lantz  & Co.  first 
for  your  home 
financing.  Chances  are 
you’ll  save  money  . . . 
get  faster  service,  too. 
Low-cost  monthly 
payment  home  loans 
for  as  much  as  $40,000 
with  terms  to  fit 
your  needs. 

OF  DETROIT 

Call  or  Stop  in 
I TODAY 

| your  home  loan 

1 can  be 

T arranged  quickly. 

☆ ☆ ☆ 

For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 

LANTZ 
& CO. 

655  N.  Scottsdale  Rd. 
SCOTTSDALE 

PIMA  COUNTY  REPRESENTATIVE 

946-5371 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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Arizona  Medicine 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The  ‘JcankliH 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

•367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


When  treatment  for 


is  indicated 


^ tablets 


ANDROGEN- THYROID  -COMBINATION 


in  tivo  convenient  dosage  forms 


ANDROID 

Each  yellow  tablet  contains: 


Methyl  Testosterone 2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  ....  10  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


ANDROID -H.P. 

(High  Potency) 

Each  orange  tablet  contains: 


Methyl  Testosterone 5 mg. 

Thyroid  Ext.  (1/2  gr.) 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available:  Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al.,  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

faRolWfc  THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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DISTRICT  NO.  I 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  g r o u p - j u d g m e n t of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  vour  Will. 


# # # # # # # mi 


# 

# 

# 

# 

♦ 

♦ 

& 

m 

■# 

« 

■# 

#■ 

•# 

# 

■ff 

♦ 

# 

•# 

# 

# 

#■ 

•# 

# 

■# 

# 

■# 

# 

# 

-if 

# 

If 

# 

# 

♦ 

♦ 

# 

♦ 


TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Resources  $785  Million 


ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses7  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41  51 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hou/s  Daily 


3029  E.  2nd  St. 


Tucson,  Arizona 


"Eastablished  1932" 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


POST-EZE  SYSTEMS  ARE  J| 


AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


POST-  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


nnEmw 


PRINTING  • LITHOGRAPHY  ■ ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


No  offensive 
after-odor. 


For  Refreshing  Feminine  Daintiness . 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


general  psychiatry  and  neurol 
child  psychiatry 


WKMMUM 


US 


■■■■■ 


m 


s 


;\V: 


ROBERT  L.  BEAL.  M.D 


OTTO  L.  BENDHEIM,  M.D. 


PAUL  M.  BINDELGLAS,  M.D. 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D. 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D. 


DERALD  G.  MAY,  M.D 


HAROLD  E.  McNEELY,  Ph  D. 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D. 


JOHN  R.  ZELL,  M.D. 


psychoa 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


PHOENIX  18,  ARIZONA 
AM  4-4111 
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Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


HILLCREST  MEDICAL  CENTER 

Established  1921 


Third  Avenue  & Adams  St.  Tucson,  Arizona 


Phone  AAA  3-7591 


^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


• General  Medical 

• Orthopedic  • Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


16th  ANNUAL  POSTGRADUATE  ASSEMBLY 

Sponsored  by 

SAN  DIEGO  COUNTY  GENERAL  HOSPITAL 

November  9th  & 10th,  1962  Town  & Country  Hotel 

San  Diego,  California 

GUEST  ORATORS 

From 

University  of  Oregon  School  of  Medicine 

Dr.  William  E.  Snell,  Head  of  the  Division  of  Orthopedic  Surgery 
Dr.  Clarence  V.  Hodges,  Chairman  of  Urology  Department 
Dr.  Charles  T.  Dotter,  Professor  of  Radiology 
Dr.  Edwin  Osgood,  Head  of  Department  of  Hematology 
Dr.  Richard  W.  Olmstead,  Chairman  of  the  Pediatrics  Department 
Dr.  William  W.  Krippaehne,  Associate  Professor  of  Surgery 
Dr.  Raphael  B.  Durfee,  Associate  Professor  of  Obstetrics  & Gynecology 

Free  Registration.  Send  to: 

Joseph  M.  Thompson,  M.D. 

2290  Sixth  Avenue 
San  Diego  1,  California 
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Arizona  Medicine 


ALLERGY 


Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


Arizona  Medicine  makes  these  advertising 
columns  available  for  professional  cards. 

Write:  Paul  R.  Boykin 
P.  O.  Box  128 
Scottsdale,  Arizona 

Phone:  WHitney  6-3428 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 

PLASTIC  SURGERY 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 

PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


Arizona  Medicine  makes  these  advertising 
columns  available  for  professional  cards. 

Write:  Paul  R.  Boykin 
P.  O.  Box  128 
Scottsdale,  Arizona 
Phone : WHitney  6-3428 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix.  Arizona 

SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson.  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix.  Arizona 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 

AAA  4-0221 

for 

FREE 

Home  Delivery 


The  purest  water  available. 
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Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  ; / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I j MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Medical  Center  K-idaij  and  Clinical  Xalfcratmj 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrcffeMicnal  K-fdaif  and  Clinical  / akcratcrif 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 


• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

/ 

Telephone  AL  3-2592 


Medical  Center  X-Ray  & Clinical  Laboratory.  .67A 


National  Casualty  Company 60A 

Nurses’  Professional  Registry  62A 

Parke-Davis  & Company ..  Inside  Front  Cover,  1A 

Pfizer  Laboratories  28 A,  29A 

Pharmacy  Directory  64A 

Physician’s  Directory  65A,  66A 

P.  Lorillard  Company 50A 

Poythress,  William  P.,  & Company  10A 

Professional  X-Ray  & Clinical  Laboratory.  . . .67A 

Roche  Laboratories  Back  Cover 
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the 

longest 

“needle” 

in  the 
world 


□ It  never  stings — needs  no  sterilizing. 

It  reaches  all  the  way  from  your  office 
to  the  patient’s  home  to  give  him  po- 
tent penicillin  therapy  as  often  and  as 
long  as  he  needs  it.  It’s  an  oral  “needle,”  of  course 
. . . V-Cillin  K®.  . . the  penicillin  that  makes  oral 
therapy  as  effective  as  intramuscular,  but  safer — 
and  much  more  pleasant. 

V-Cillin  K®  (potassium  phenoxymethy!  penicillin,  Lilly)  (penicillin  V 
potassium) 


Sometimes  your  judgment  dictates  parenteral  pen- 
icillin for  your  office  patients.  But  to  extend  that 
therapy,  take  advantage  of  the  longest  “needle” 
in  the  world  . . . V-Cillin  K. 

Tablets  V-Cillin  K,  125  or  250  mg.  (scored). 

V-Cillin  K,  Pediatric,  125  mg.  per  5 cc.,  in  40  and 
80-cc.-sizc  packages. 

This  is  a reminder  advertisement.  For  adequate  inlor 
mation  lor  use,  please  consult  manulacturer's  litera 
ture.  Eli  Lilly  and  Company.  Indianapolis  6,  Indiana 


<e. . . the  world  forgetting , by  the  world  forgot 99 
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DIUNTM 

PERMITS  THE  EPILEPTIC  TO  SAVOR  THE  PLEASURES 
OF  LIFE  “DILANTIN  has  brought  new  hope  to  an  entire  gen- 
eration of  seizure  patients.... ,?i  By  reducing  both  the  incidence 
and  severity  of  attacks,  DILANTIN  contributes  to  a more  nor- 
mal life  for  the  epileptic  at  home  ...at  tvork . . . and  at  play. 
In  grand  mal  and  psychomotor  seizures,  DILANTIN  is  the  drug 
of  choice  for  a variety  of  reasons:  effective  control  of  sei- 
zures1-9 • oversedation  not  a problem2  • possesses  a wide  mar- 
gin of  safety3 4 * * * *  • low  incidence  of  side  effects3  • its  use  is  often 
accompanied  by  improved  memory,  intellectual  performance, 
and  emotional  stability.10  DILANTIN  Sodium  ( diphenylhydan- 
toin  sodium,  Parke-Davis)  is  available  in  several  forms,  includ- 
ing Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 
Other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVUL- 
SANTS for  grand  mal  and  psychomotor  seizures:  PHELANTIN® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxy- 
ephedrine  hydrochloride  2.5  mg.),  bottles  of  100;  for  the  petit 
mal  triad:  MILONTIN®  Kapseals  (phensuximide,  Parke-Davis), 

0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per 

4 cc.,  16-ounce  bottles.  CELONTIN®  Kapseals  (methsuximide, 
Parke-Davis),  0.3  Gm.,  bottles  of  100.  ZARONTIN®  Capsules 
(ethosuximide,  Parke-Davis),  0.25  Gm.,  bottles  of  100. 

This  advertisement  is  not  intended  to  provide  complete  information 
for  use.  Please  refer  to  the  package  enclosure,  medical  brochure,  or 
write  for  detailed  information  on  indications,  dosage,  and  precautions. 

REFERENCES:  (1)  Roseman,  E.:  Neurology  11:912,  1961.  (2)  Bray,  P.  F.: 
Pediatries  23:152,  1959.  (3)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.: 
Convulsive  Disorders  of  Children,  Philadelphia,  IF.  B.  Saunders  Company, 
1958,  p.  120.  (4)  Crawley,  J.  W.:  M.  Clin.  North  America  •42:527,  1958. 
(5)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Disorders  in 
Children,  Springfield,  111.,  Charles  C Thomas,  1954,  p.  190.  (6)  Ibid.:  Postgrad. 
Med.  20:554,  1956.  (7)  Merritt,  22  . 22.:  Brit.  M.  J.  1:666,  1958.  (8)  Carter, 
C.  22.:  Arch.  Neurol.  & Psychiat.  70:136,  1958.  (9)  Thomas,  M.  22.,  in  Green, 

J.  R.,  & Steelman,  22.  F.:  Epileptic  Seizures,  Baltimore,  The  Williams  & Wilkins 

Company,  1956,  p.  37.  (10)  Goodman,  L.  S.,  & 

Gilman,  A.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  2,  Neiv  York,  The  Macmillan  Company, 

1956,  p.  187.  8 9 4 6 2 PAft*e<  DA VIS  A COMPANY.  Detroit  32.  Michigan 


PARKE-DAVIS 


In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEG  S Nl  ' IRI!  IE 


brand  of  phenylephrine  hydrochloride 


hydrochloride 


NASAL  SPRAYS  AND  SOLUTIONS 


LABORATORIES 
New  York  18,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.1"3  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (1/2%)  and  children 
(i/4%),  in  dropper  bottles  of  Vs,  Va  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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When  treatment  for 


r 


r * I 


is  indicated 


LU 


T.M. 


tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  conveyiient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . 

. . . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . 

. . .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . .50  mg. 

Thiamine  HCI  

. . .10  mg. 

Thiamine  HCI  

. . .10  mg. 

Indications:  Impotence  in  male. 

Average  Dose:  One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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Stelazine®  will  stop  anxiety— but  not  your  patient! 

brand  of  trifluoperazine 


To  be  truly  useful  in  your  office  patients,  an  ataractic  agent  must  not  only 
relieve  anxiety;  it  must  also  leave  these  patients  sufficiently  alert  to  engage 
in  their  normal  activities. 

‘Stelazine'  is  such  an  agent.  Its  ability  to  relieve  anxiety  without  producing 
appreciable  sedation  has  been  established  in  thousands  of  patients  and  documented 
by  many  published  reports.  Typical  is  the  finding  of  Kolodny,1  who  concluded 
that  the  primary  advantage  of  ‘Stelazine’  over  many  other  tranquilizers  seems  to  be 
“its  ability  to  relieve  symptoms  of  anxiety  without  undue  interference  with 
alertness.” 

When  you  wish  to  relieve  anxiety,  yet  encourage  the  patient  to  engage  in  his 
normal  activities,  consider  ‘Stelazine’. 


x.  Kolodny.  A.L.:  Dis.  Nerv.  System  22:151  (Mar.)  1961. 


For  prescribing  information,  please  see  PDR  or  available  literature. 

Smith  Kline  & French  Laboratories , Philadelphia 
leaders  in  psychopharmaceutical  research 
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who 

coughed? 


for 

provides  fast  and 
long-lasting  cough  control 

relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 


contains: 

Hycodan®. 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  . . . 1.5  mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


BONADOXIN* 

for  nausea 
and  vomiting 

Confirmed  in  over  7 years 
of  clinical  success: 

Bonadoxin  stops  morning 
sickness  in  9 out  of  10  patients1 

Highly  effective  in  other 

emetic  conditions:  postopera- 
tively,  following  irradiation 
procedures,  infant  colic. 

BONADOXIN® 

Tablets  • Drops  • Intramuscular 


time-tested 
for  efficacy 
and  safety 


1.  Groskloss,  H.II.,  Clancy,  C.L.,  Healey, 
E.F.,  McCann,  W.J.,  Maloney,  F.D., 
Loritz,  A.F.:  Clinical  Medicine  (Sept.) 
1955. 

Study  involving  287  patients.  261  patients 
experienced  excellent  to  good  results  with 
Bonadoxin  for  relief  of  nausea  and  vomiting 
of  pregnancy.  No  side  effects  reported.1 

2.  Albertson,  H.A.,  Trout,  Jr.,  H.H., 
Daily,  F.W.:  The  American  Journal  of 
Surgery  (Sept.)  1956. 

“As  a result  of  this  study,  it  is  our  belief 
that  the  routine  prophylactic  use  of  the 
combination  of  meclizine  hydrochloride  and 

{jyridoxine  is  a safe  and  effective  method  for 
essening  the  incidence  of  postoperative 
nausea  and  vomiting.  We  are  employing 
this  preparation  as  a routine  pre-operative 
medication.”2 

3.  Goldsmith,  J.W.:  Minn.  Med.  (Feb.) 
1957. 

Study  involving  620  patients,  537  patients 
experienced  moderate  to  complete  improve- 
ment of  nausea  and  vomiting  of  pregnancy 
with  Bonadoxin.  Toxicity  and  intolerance 
to  the  medication  in  the  dosage  employed 
in  these  studies  was  zero.3 

4.  Codling,  J.W.;  Lowden,  R.J.:  North- 
west Med.  (March)  1958. 

Study  involving  76  pregnant  patients  with 
nausea  and  vomiting.  The  results  indicated 
an  overall  response  in  70  of  76  patients 
treated.  No  side  reactions  were  observed  in 
this  clinical  study.4 

5.  Bentley,  M.D.:  Journal  of  the  Mich. 
State  Med.  Soc.  (Sept.)  1959. 

[Bonadoxin]  “was  found  clinically  effective 
in  the  prevention  of  pre-operative  and  post- 
operative nausea  and  emesis  in  157  patients 
who  underwent  ocular  surgery,  while  con- 
trol drugs  alone  could  not  completely  elimi- 
nate the  symptoms.  Bonadoxin  did  not 
cause  side  reactions  in  the  preoperative  or 
postoperative  phase  of  this  study.”5 

6.  Bethea,  R.C.:  International  Record  of 
Med.  (May)  1960. 

“Our  investigation  of  this  drug  indicates 
that  in  88  per  cent  of  the  cases  satisfactory 
relief  of  the  distressing  symptoms  of  early 
pregnancy  was  obtained  without  undesira- 
ble side  effects,  including  sedation.”6 

7.  Sklaroff,  D.M.;  Karayannis,  N.:  Cur- 
rent Therapeutic  Research  (June)  1962. 
“Based  on  these  results,  indicating  92  per- 
cent effectiveness,  meclizine-pyridoxine 
(Bonadoxin®)  may  be  considered  a valua- 
ble compound  in  the  control  of  post-irradia- 
tion nausea  and  vomiting.  The  preparation 
proved  to  be  safe  and  fast-acting  in  bring- 
ing therapeutic  relief  to  carcinoma  patients 
with  radiation  sickness.”7 


New  York  17,  N.Y. 

Div.,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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Keep  the  v 
rheumatic 
man  in 

motion! 

DELENAR  loosens  the  rheumatic  grip  on  muscles  and  joints,  starts  them 
functioning  again  — first  by  a direct  relaxant  action  on  skeletal  muscle, 
again  by  its  specific  analgesic  effects.  And,  while  immediate  sympto- 
matic relief  restores  motion,  underlying  inflammation  is  reduced  with 
the  low-dosage  corticosteroid. 

Now  you  can  restore  comfortable  motion  safely,  surely  with  DELENAR  in 
rheumatoid  arthritis/traumatic  arthritis/early  osteoarthritis/spondylitis/ 
fibrositis/ myositis/bursitis/tenosynovitis. 

Formula: 

Orphenadrine  HCI 15  mg Proved  muscle  relaxant  to  relax  spasm 

Aluminum  Aspirin 375  mg Fast  analgesic  relief  of  motion-stopping  pain 

Dexamethasone* 0.15  mg Low-dosage  anti-inflammatory  steroid 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  N.  J.  Bibliography:  1.  Ernst, 
E.  M.:  Pennsylvania  M.J.  63:708  (May)  1960.  2.  Settel,  E.:  Clin.  Med.  7:1835  (Sept.)  1960. 
*Deronil®  brand  of  dexamethasone  H-415 

loosens  the  rheumatic  grip  on  muscles  and  Joints 


brand  of  antirheumatic  preparation 

Uelenar 
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How  do  the 


lemons 
get  in  the 

Vi-Daylin?  jf 


Perhaps  this  should  be  cleared  up  once 
and  for  all.  There  are  no  lemons  in 
Vi-Daylin.  If  you’ve  ever  tasted  Vi-Daylin, 
this  might  surprise  you.  Certainly,  it 
would  surprise  the  youngsters.  To  most 
of  them,  Vi-Daylin  is  liquid  lemon  candy, 
and  that’s  that.  But  if  it’s  deception,  it’s 
sensible  deception.  You  never  have  to 
badger  the  kids  into  taking  their  vitamins. 
Nice  to  know,  too,  that  this  matchless 
matching  of  candy  essence  and  color  ele- 
gance can  be  found  in  all  the  forms  and 
formulas  of  Vi-Daylin. 

Vi-Daylin— Vitamins  A,  D,  Bl5  B2,  Be,  B12, 
C,  and  Nicotinamide,  Abbott;  Vidaylin-m 
—Homogenized  Mixture  of  Vitamins  with 
Minerals,  Abbott;  Vi-Daylin-T— High  Po- 
tency Multivitamins,  Abbott. 


NO  REFRIGERATION  NEEDED 

tojitu  j2e/w?x. 

VHAYLIH 

Homogenized  Mielure  ol  Vitamins  A,  D,  B,.  Bf, 
®i*.  C and  Nicotinamide.  Abbott 

All  the  vitamins 
your  child 
normally  needs 


Remember,  there  are  three  liquid  formu- 
las: Vi-Daylin,  ViDaylin-M®  (with  min- 
erals), and  ViDaylin-T®  (therapeutic). 
And  if  patients  get  a little  owlly  and  won’t 
touch  anything  in  a spoon,  you  can  give 
them  the  new  Chewable  (please  see  back 
of  this  page). 

Each  delicious,  5-cc.  teaspoonful  of  Vi-Daylin  sup- 
plies the  following  proportions  of  the  Minimum 
Daily  Requirements  of:  MDR  MDR 

(Children)  (Infants) 

Vitamin  A 0.9  mg.  (3000  units) 1 2 

Vitamin  D 10  meg.  (400  units) 1 1 

Thiamine  HCI  (Bi) 1.5  mg 2 6 

Riboflavin  (B2)  1.2  mg IV3 2 

Ascorbic  Acid  (C). 50  mg 2 ‘A 5 

Nicotinamide  ________  10  mg lVa 2 

Also  supplies  cyanocobalamin  (BtJ)  3 meg.  and 
pyridoxine  Hydrochloride  1 mg  . 209OS*iA 
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CHEWABLE  - 


ouicrr*  no.  asa 


Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
— stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for 
your  patient.  Get  him  back  to  his  normal  ac- 
tivity, fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain 
relief  while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness 
gone,  your  patient  is  soon  restored  to  full  activ- 
ity— often  in  days  instead  of  weeks. 


This  was  demonstrated  by  Kestler  in  a controlled 
study:  average  time  for  full  recovery  was  11.5 
days  with  Soma,  41  days  without  Soma. 
(J.A.M.A.  172:2039,  April  30,  1960.) 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  in  higher 
dosages.  Soma  is  available  in  350  mg.  tablets. 

USUAL  DOSAGE:  1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independen  t pain-relieving  action 


fcarisoprodol,  Wallace ) 


<8?/®  Wallace  Laboratories,  Cranbury,  New  Jersey 


*Trademark,  Reg.  U.S.  Pat. Off.  Copyright  1962,  The  Upjohn  Company 


Reminder  advei 
Please  see  package 
detailed  product  infi 


comfortable 


Morning  stiffness  may  be  reduced 
or  even  eliminated  as  a result 
of  therapy  with  the  only  steroid  in 
long-acting  form.  And  the  slow, 
steady  release  of  steroid 
makes  it  possible  in  some  cases 
to  reduce  the  frequency  of 
administration  and/or  the  total 
daily  steroid  dosage. 

Medroll 

Medules* 

Each  hard-filled  capsule  contains  Medrol 
(methylprednisolone)  4 mg.  Also  available 
in  2 mg.  soft  elastic  capsules. 

Supplied  in  bottles  of  30  and  100. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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OFFICERS  AND  DIRECTORS 

Clarence  E.  Yount,  Jr.,  M.D Prescott 
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Charles  E.  Henderson,  M.  D Secretary 
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Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  N.  Norton  Ave.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D Speaker  of  the  House 
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Lindsay  E.  Beaton,  M.D Delegate  to  AMA 
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Jesse  D.  Hamer,  M.D Delegate  to  AMA 
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DISTRICT  DIRECTORS 
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Noel  G.  Smith,  M.D Central  District 

3614  N.  15th  Ave.,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Leo  L.  Tuveson,  M.D Central  District 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 

A.  H.  Dysterheft,  M.D Northeastern  District 

McNary  Hospital,  McNary,  Arizona 

J.  P.  McNally,  M.D Northwestern  District 

434  West  Gurley  Street,  Prescott,  Arizona 

Thomas  W.  Jensen,  M.D  Southeastern  District 

702  Eighth  St.,  Safford,  Arizona 

Earl  R.  Baldwin,  M.D Southern  District 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

James  E.  O’Hare,  M.D Southern  District 

1613  N.  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  M.D Southern  District 
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Howard  W.  Finke,  M.D Southwestern  District 
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DIRECTOR  AT  LARGE 

Leslie  B.  Smith,  M.D Past  President 
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COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1962 

APACHE:  DeArmond  Lindes,  M.D.,  President,  Box  272,  Eagar; 

Jerry  T.  Clifton,  M.D.,  Secretary,  Box  958,  Show  Low. 
COCHISE:  James  S.  Walsh,  M.D.,  President,  631  Ninth  St., 
Douglas;  Harry  C.  Smith,  M.D.,  Secretary,  610  Ninth  St., 
Douglas. 

COCONINO:  John  H.  Caskey,  M.D.,  President,  2725  E.  Lakin 
Drive,  Flagstaff;  J.  Garland  Wood,  Jr.,  M.D.,  Secretary, 
1215  N.  Beaver  Street,  Flagstaff. 

GILA:  Theodore  C.  Harper,  M.D.,  President,  703  Ash  Street, 
Globe;  Thomas  F.  Moore,  M.D.,  Secretary,  Box  1207,  Miami. 
GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central  Avenue, 
Safford;  Thomas  W.  Jensen,  M.D.,  Secretary,  702  Eighth 
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GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1597,  Clifton; 
Charles  B.  Daniell,  M.D.,  Secretary,  Morenci  Hospital, 
Morenci. 

MARICOPA:  Jack  E.  Brooks,  M.D.,  President,  2021  North  Central 
Avenue,  Phoenix;  Howard  C.  Lawrence,  Jr.,  M.D.,  Secretary, 
2021  N.  Central  Ave.,  Phoenix. 
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MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
St.,  Kingman. 

NAVAJO:  Leo  L.  Lewis,  M.D.,  President,  101  S.  Williamson  St., 
Winslow;  Theodore  L.  Lothman,  M.D.,  Secretary,  155  W. 
Hopi  Drive,  Holbrook. 

PIMA:  Clarence  H.  Kuhlman,  M.D.,  President,  2614  E.  Elm  St., 
Tucson;  Elliott  E.  Steams  Jr.,  M.D.,  Secretary,  2442  E.  Elm 
St.,  Tucson. 

(Society  office  — 57  East  Jackson  St.,  Tucson) 

PINAL:  Glen  H.  Walker,  M.D.,  President,  291  W.  Wilson  Ave., 
Coolidge;  James  H.  Boyd,  M.D.,  Secretary,  291  W.  Wilson 
Ave.,  Coolidge. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
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Ellis  V.  Browning,  M.D.,  Secretary,  407  W.  16th  Street, 
Yuma. 


COMMITTEES  - 1962-66 

NOTE:  The  President,  President-elect  and  Secretary  are  ex- 

officio  members  of  all  committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMUTER: 
Paul  B.  Jarrett,  M.D.,  Chairman  uhvenix);  Walter  Brazie, 
M.D.  (Kingman);  Edward  C.  Wong,  M.D.  (Tucson). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Earl  R.  Bald- 
win, M.D.,  Chairman  (Tucson);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Arthur  V. 
Dudley,  Jr.,  M.D.  (Tucson);  Carl  H.  Gans,  M.D.  (Morenci); 
Charles  E.  Henderson,  M.D.  (Phoenix). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson);  W.  Albert  Brewer,  M.D. 
(Phoenix);  Charles  E.  Henderson,  M.D.  (Phoenix). 

EXECUTIVE  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D.,  Chair- 
man (Prescott);  W.  Albert  Brewer,  M.D.  (Phoenix);  Arthur 

V.  Dudley,  Jr.,  M.D.  (Tucson);  Charles  E.  Henderson,  M.D. 
(Phoenix);  William  B.  Steen,  M.D.  (Tucson). 

GRIEVANCE  COMMITTEE:  Leslie  B.  Smith,  M.D.,  Chairman 
(Phoenix);  Carlos  C.  Craig,  M.D.  (Phoenix);  Francis  M.  Find- 
lay, M.D.  (San  Manuel);  John  F.  Stanley,  M.D.  (Yuma); 
Oscar  W,  Thoeny,  M.D.  (Phoenix);  Hugh  C.  Thompson, 
M.D.  (Tucson);  Florence  B.  Yount,  M.D.  (Prescott). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Chairman  (Phoenix);  Charles  E.  Henderson, 
M.D.  (Phoenix);  John  W.  Kennedy,  M.D.  (Phoenix);  Harold 

W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer,  M.D.  (Tuc- 
son); Abe  I.  Podolsky,  M.D.  (Yuma). 

INDUSTRIAL  RELATIONS  COMMITTEE:  Juan  E.  Fonseca, 
M.D.,  Chairman  (Tucson);  Oscar  W.  Friske,  M.D.  (Young- 
town);  Joseph  P.  McNally,  M.D.  (Prescott);  Charles  P.  Neu- 
mann, M.D.  (Tucson);  John  H.  Ricker,  M.D.  (Phoenix); 
Robert  W.  Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Ben  P.  Frissell,  M.D.,  Co-Chair- 
man (Phoenix);  Jesse  D.  Hamer,  M.D.,  Co-Chairman  (Phoe- 
nix); John  S.  Carlson,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Derrill  B. 
Manley,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
William  B.  Steen,  M.D.  (Tucson);  George  C.  Truman,  M.D. 
(Mesa). 

MEDICAL  ECONOMICS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson);  John 
A.  Eisenbeiss,  M.D.  (Phoenix);  Benjamin  Herzberg,  M.D. 
(Phoenix);  Donald  A.  Poison,  M.D.  (Phoenix). 

MEDICO-LEGAL  COMMITTEE:  Louis  Hirsch,  M.D.  Chairman 
(Tucson);  Jack  E.  Brooks,  M.D.  (Phoenix);  Ian  M.  Chesser, 
M.D.  (Tucson);  William  B.  Helme,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  George  A.  Spikes,  M.D.  (Doug- 
las). 

NATIONAL  LEGISLATION  COMMITTEE:  Leslie  B.  Smith, 

M. D.,  Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Ben  P.  Frissell,  M.D.  (Phoenix). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D. 
(Flagstaff);  Edmundo  F.  Felix,  M.D.  (Tucson);  Ruland  W. 
Hussong,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man (Phoenix);  James  D.  Alway,  Jr.,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix); 
W.  Albert  Brewer,  M.D.  (Phoenix);  Orin  J.  Famess,  M.D. 
(Tucson);  Ray  Fife,  M.D.  (Phoenix);  Henry  P.  Limbacher, 
M.D.  (Tucson);  George  G.  McKhann,  M.D.  (Phoenix); 
Hermann  S.  Rhu,  M.D.  (Tucson);  Paul  L.  Slosser,  M.D. 
(Yuma);  Charles  A.  L.  Stephens,  Jr.,  M.D.  (Tucson). 
PROFESSIONAL  LIAISON  COMMITTEE:  Noel  G.  Smith,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  (Tempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  H.  Smith,  M.D.  (Tucson);  Albert  G.  Wag- 
ner, M.D.  (Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Robert  H.  Bullington,  M.D.  (Phoe- 
nix); Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas); 
William  F.  Holsey,  M.D.  (Tucson);  Ralph  T.  Irwin,  M.D. 
(Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John  F.  Kahle, 
M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D.  (Mesa);  Clarence 
H.  Kuhlman,  M.D.  (Tucson);  Clarence  L.  Robbins,  M.D. 
(Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman,  (Tucson);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  James  E.  Brady,  Jr., 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
Richard  L.  Dexter,  M.D.  (Tucson);  Richard  E.  H.  Duisberg, 
M.D.  (Phoenix);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  Fred 

L.  Goff,  M.D.  (Douglas);  Delmer  J.  Heim,  M.D.  (Tucson); 
Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
Tucson);  William  H.  Lyle,  M.D.  (Yuma);  Deward  G.  Moody, 

M. D.  (Nogales);  Arthur  R.  Nelson,  M.D.  (Phoenix);  Walter 
M.  O’Brien,  M.D.  (Globe);  Edward  Sattenspiel,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.,  Consulting  Co-Chairman 
(Tucson). 
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Arizona  Medicine 


scratching  helps... 


but  Calmitol  stops  itching  fast ! 


For  every  kind  of  pruritus— for  adults  or 
children— safe,  fast-acting  Calmitol  Oint- 
ment soothes  itching  on  contact,  helps  pre- 
vent secondary  trauma  caused  by  scratching. 
And  low-cost,  conservative  Calmitol  is  non- 


sensitizing. Calmitol  Ointment  is  available 
at  all  pharmacies  in  V/2  oz.  tubes  and  1 lb. 
jars.  For  more  stubborn  pruritus,  Calmitol 
Liquid  in  bottles  of  two  fluidounces. 

Thos.  Leeming  & Co.,  Inc.,  New  York  17 


calmitol 


for  anything  that  itches 


November,  1962 
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STATE  COMMITTEE  CHAIRMEN  - 1962-63 
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1819  North  11th  Avenue,  Phoenix  7,  Arizona 
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Civil  Defense  Mrs.  Ellis  Browning  (Olive) 
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Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 
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Secretary  for  the  United  States Dr.  Charles  Kalil 
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cor  more  satisfactory  relief 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.1 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.2 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic acid  (2^  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (%  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers,  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray, 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

i/4  GR.  (16.2  mg.)  Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE 

i/2  GR.  (32.4  mg.)  Phenaphen  No.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today’s  medicines  with  integrity. . .seeking  tomorrow’s  with  persistence. 


Rgbii 


SPECIAL  COUGH  FORMULA 

for  CkiLdren 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 

Each  teaspoon  (5  ml.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


LABORATORIES 

New  York  18.  N Y 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 


Dosage: 

Children  from  6 months  to  1 year, 
1/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 


Available  on 
prescription  only. 


Exempt  Narcotic 
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LEGISLATIVE  COMMITTEE 
1961-62  Annual  Report 

The  Legislative  Committee  met  January  14,  1962 
and  considered  measures  introduced  or  anticipated  to 
be  introduced  into  the  second  regular  session  of  the 
25th  Legislature  of  the  State  of  Arizona.  Items  referred 
to  it  by  the  Board  of  Directors  of  the  association  were 
considered. 

Resume  of  Business  Discussed 

1.  Chapter  IV,  A.R.S.,  1956,  Basic  Science  Certificates 

In  line  with  the  breakdown  in  the  basic  science  test- 
ing of  applicants  for  certification  in  Arizona,  it  was  pro- 
posed that  the  statute  be  amended  to  provide  certifica- 
tion on  passing  of  an  examination  given  in  the  basic 
sciences  by  a basic  science  board  of  a state  or  territory 
of  the  United  States.  The  requirements  for  such  exami- 
nation were  to  be  deemed  by  the  board  to  be  equivalent 
at  the  time  of  such  examination  to  the  requirements  of 
this  state  at  the  time  of  the  application  for  reciprocal 
endorsement. 

The  current  practice  of  the  Arizona  State  Board  of 
Examiners  in  the  Basic  Sciences  to  consider  partial  re- 
ciprocity was  discussed.  The  current  statute  does  not 
provide  this.  Therefore  it  was  considered  advisable  to 
amend  the  law  to  give  authority  to  such  practice.  The 
committee  recommended  to  the  Board  of  Directors 
preparation  of  an  adequate  measure  to  accomplish  the 
objectives.  It  is  anticipated  that  an  appropriate  bill  will 
be  drafted  and  introduced  into  the  first  regular  session 
of  the  26th  Legislature  of  the  State  of  Arizona. 

2.  House  of  Delegates  Resolution  No.  2. 

Retirement  Plan  for  Self  Employed 

This  resolution  adopted  April  28,  1961,  reaffirmed 
its  support  for  Keogh-Simpson  tax  legislation  to  provide 
for  a retirement  plan  of  the  self  employed  including 
physicians,  nurses  and  other  segments  of  the  medical 
profession. 

Counsel  had  proceeded  with  review  of  a suggestion 
of  the  Law  Department  of  AMA  providing  for  “profes- 
sional corporation”  within  the  states.  The  Board  of  Di- 
rectors, in  meeting  December  10,  1961,  determined  that 
no  further  action  be  taken  by  counsel  in  this  regard 
leading  up  to  the  preparation  of  an  appropriate  bill  for 
introduction  into  the  second  regular  session  of  the  Legis- 
lature of  the  State  of  Arizona. 

The  Medical  Economics  Committee,  in  meeting  held 
December  18,  1961.  reviewed  the  proposal  and  strongly 
recommended  to  the  Board  of  Directors  that  every  ave- 
nue be  investigated  to  the  end  that  such  measure  (pro- 
fessional corporation  legislation)  be  introduced  and 
enacted  by  the  state  legislature  in  line  with  the  proposed 
draft  of  measure  or  model  state  law  originating  out  of 
the  offices  of  AMA.  It  is  the  belief  that  such  measure 
could  accomplish  the  objective  of  H.  R.  10  or  any  simi- 
lar bill  enacted  by  congress.  Several  of  the  states  have 
already  enacted  such  legislation.  And  unless  and  until 
the  Bureau  of  Internal  Revenue  rules  adversely,  it  ap- 
pears to  be  the  most  favorable  method  of  acquiring  tax 
equality  for  physicians. 

While  the  association  did  not  direct  the  introduction 
of  the  proposed  measure,  certain  of  the  physicians  of 
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the  state  determined  to  sponsor  the  introduction  of  a 
professional  corporation  statute. 

S.  B.  185  was  introduced  February  22,  1962,  an  act 
relating  to  professional  corporations,  authorizing  the 
formation  of  professional  corporations,  preserving  pro- 
fessional relationship  and  responsibility,  etc.  A similar 
measure,  H.  B.  287,  was  introduced  into  the  house,  Feb- 
ruary 22,  1962.  The  measure  was  passed  by  both  the 
house  and  senate  and  signed  by  the  governor.  With  the 
emergency  clause  included,  its  provisions  become  imme- 
diately operative  with  the  filing  of  the  bill  with  the 
Secretary  of  State  (on  or  about  March  20,  1962). 

3.  P.  L.  86-778  — Kerr-Mills  Legislation 

The  Legislative  Committee,  in  line  with  action  of  the 
House  of  Delegates  in  Annual  Meeting  held  in  1961, 
recommended  implementation  of  this  legislation. 

Considerable  effort  was  made  by  the  association 
through  1961  to  encourage  the  Arizona  State  Welfare 
Board  to  implement  the  federal  statute  and  introduce 
an  appropriate  measure  to  accomplish  the  objective.  A 
proposal  was  developed  and  offered  by  the  “Blue  Plans” 
intended  to  provide  the  essential  services  at  $12  per 
person  per  month.  The  effort  failed  to  achieve  the  de- 
sired results,  principally  because  the  federal  statute  did 
not  place  a limitation  upon  residency  requirements. 

While  both  this  committee  and  the  Board  of  Directors 
determined  to  take  whatever  action  might  be  deemed 
essential  to  implement  the  Kerr-Mills  Act  under  the  di- 
rection of  the  Arizona  State  Welfare  Board,  the  effort 
failed.  It  is  planned  to  continue  activity  in  the  hope  that 
the  26th  State  Legislature  will  be  more  receptive  and 
the  association  successful  in  implementing  this  federal 
legislation. 

4.  S.B.  102  Re  Atomic  Energy 

This  bill  creating  the  Arizona  Atomic  Energy  Com- 
mission and  prescribing  its  powers  and  duties,  prescrib- 
ing for  the  licensing  and  regulation  of  users  and  pos- 
sessors of  sources  of  ionizing  radiation,  etc.,  was  intro- 
duced into  the  senate  January  31,  1962. 

In  general,  this  measure  duplicates  the  effort  of  the 
first  regular  session  at  which  time  S.B.  51  (January  25, 
1961)  and  II. B.  91  (January  31,  1961)  were  introduced. 
While  the  governor  in  1961  recommended  enactment 
of  this  legislation,  it  failed  passage.  Again  in  1962  S.B. 
102  had  the  support  of  the  governor  and  also  the  sup- 
port of  this  association.  It  passed  the  senate  and  was 
forwarded  to  the  house  March  8,  1962.  Failed. 

5.  Taxes  on  Medical  Items 

Resolution  No.  11  introduced  by  the  Maricopa  County 
Medical  Society  into  the  House  of  Delegates  in  April, 
1961  called  upon  the  association  to  go  on  record  as  sup- 
porting the  repeal  or  elimination  of  all  local  taxes  and 
national  taxes  on  prosthetics  and  other  medical  items 
necessary  in  the  adequate  health  care  of  the  citizenry. 

It  was  felt  action  on  this  type  of  legislation  would  be 
inadvisable.  The  house  supported  this  contention.  And 
again  the  Legislation  Committee  determined  that  the 
subject  should  not  be  taken  up  at  this  time. 

H.B.  43  and  H.B.  115  were  introduced  January  11 
and  January  24,  1962,  respectively,  providing  for  the 
exemption  from  payment  of  sales  tax  on  the  sale  of 
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medicines.  Neither  measure  cleared  the  house. 

6.  Animal  Vivisection 

Resolution  No.  14,  adopted  by  the  House  of  Dele- 
gates of  this  Association,  April  28,  1961,  expressed  op- 
position to  all  legislation  on  animal  experimentation 
associate  with  antivivisection.  The  Legislative  Committee 
was  not  called  upon  to  take  any  specific  action  in  this 
regard  so  far  this  year.  No  measure  was  introduced  dur- 
ing the  legislative  session  recently  concluded. 

7.  S.B.  208  Re  Professions  and  Occupations 

This  act  relating  to  professions  and  occupations  pro- 
viding qualifications  of  professional  nurses,  prescribing 
grounds  for  denial,  revocation  or  suspension,  providing 
for  investigation  of  complaints  and  hearings,  was  intro- 
duced February  27,  1962.  This  bill,  considered  regula- 
tory, set  forth  certain  amendments  supported  by  both 
the  registered  and  practical  nurses  primarily  dealing 
with  the  latter  group.  Enacted  into  law. 

8.  Air  Pollution  and  Control 

H.B.  7 introduced  January  9,  1962;  H.B.  130  intro- 
duced January  26,  1962;  H.B.  221  introduced  February 

9.  1962;  H.B.  301  introduced  February  26,  1962;  and 
S.B.  243  introduced  March  7,  1962,  each  on  air  pollu- 
tion and  control  were  before  the  legislature  for  consid- 
eration. 

H.B.  7,  an  act  relating  to  public  health  and  safety, 
authorizing  the  State  Department  of  Health  to  study  air 
pollution  problems  and  to  accept  grants  of  monies,  cre- 
ating county  control  boards  to  study  air  pollution  prob- 
lems, etc.,  passed  both  the  house  and  senate  and  was 
enacted  into  law. 

9.  Civil  Commitment  and  Medical-Psychiatric  Evaluation 

In  line  with  study  and  resolution  of  the  ad  hoc  Nar- 
cotics Study  Committee  of  the  association,  amendments 
were  recommended  to  the  statute  enacted  last  year 
dealing  with  civil  commitment  and  medical-psychiatric 
evaluation.  Supported  by  this  association. 

H.B.  321,  an  act  relating  to  public  health  and  safety, 
prescribing  mandatory  requirements  and  conditions  of 
probation,  providing  that  the  state  hospital  may  provide 
care  and  treatment  by  order  of  the  court  or  under  vol- 
untary commitment,  etc.,  passed  the  house  but  failed  of 
enactment.  This  measure  included  the  provisions  recom- 
mended and  supported  by  the  association. 

10.  S.B.  50  Re  Osteopathic  Licensing  Statute 

S.B.  50,  an  act  relating  to  professions  and  occupations 
dealing  with  administration  of  the  osteopathic  licensing 
statute  was  submitted  for  review.  Nothing  objectionable 
was  observed  contained  therein.  No  action  taken.  It 
passed  the  senate  but  failed  of  enactment. 

11.  H.B.  208  Re  Public  Health  and  Safety 

H.B.  208,  an  act  relating  to  public  health  and  safety, 
defining  the  service  of  procurement,  processing,  distri- 
bution and  use  of  whole  blood,  plasma,  blood  products 
and  blood  derivatives  for  use  in  the  human  body  and 
declaring  this  to  be  the  rendering  of  a service  was  sup- 
ported by  the  Southwest  Blood  Banks,  Pima  County 
Medical  Society,  and  this  association,  but  failed. 

12.  S.B.  237  Re  Certification  of  Psychologists 

S.B.  237,  an  act  relating  to  professions  and  occupa- 
tions, providing  for  the  establishment  of  a state  exam- 


ining board  in  psychology,  requiring  certification  of 
psychologists,  approved  by  the  association  but  failed. 

13.  S.B.  186  Re  Minors 

S.B.  186,  an  act  relating  to  minors,  authorizing  eman- 
cipated minors  to  secure  hospital,  medical  and  surgical 
care,  proposed  by  the  Arizona  Hospital  Association  with 
the  support  of  this  association  was  enacted  into  law. 

14.  Arizona  State  Board  of  Health  Bills 

A number  of  bills  were  proposed  for  introduction  by 
the  Arizona  State  Board  of  Health.  However  none  were 
submitted  at  the  time  of  the  committee  meeting  in  a 
form  to  be  presented  in  the  legislature. 

H.B.  68,  an  act  making  an  appropriation  of  $450,000 
to  the  State  Department  of  Health  for  equipping  and 
furnishing  the  tuberculosis  sanatorium  was  enacted. 

15.  S.B.  2 On  Aging 

S.B.  2,  an  act  relating  to  aging,  creating  a commis- 
sioner and  advisory  committee  for  the  aging,  prescribing 
powers  and  duties  failed. 

16.  Care,  Handling  and  Transportation  of  Injured 

It  was  recommended  to  the  Board  of  Directors  that  it 
endorse  conclusions  and  recommendations  made  to  the 
City-County  Citizens  Committee  regarding  ambulance 
service  in  this  state,  and  that  this  matter  be  presented 
to  the  association’s  Safety  Committee  of  the  Professional 
Committee  for  action. 

Legislative  Proposals  Considered  by 
The  Board  of  Directors 
February  4,  1962 

1.  S.  B.  1552  (H.  R.  6245)  87th  Congress 
Kefauver-Celler  Bill 

This  bill  dealt  with  proposed  amendment  to  the  Anti- 
trust, Patent,  and  Food  and  Drug  Laws  with  respect  to 
the  manufacture  and  distribution  of  drugs  and  was  op- 
posed by  the  National  Pharmaceutical  Manufacturers 
Association.  Similar  opposition  by  the  association  was 
expressed  and  component  county  medical  societies  were 
urged  to  adopt  resolutions  to  this  effect. 

2.  H.  R.  4222  (87th  Congress)  King-Anderson  Bill 

This  bill  provided  for  payment  of  hospital  services, 
skilled  nursing  home  services,  and  home  health  services 
furnished  to  aged  beneficiaries  under  the  old-age,  sur- 
vivors, and  disability  insurance  program  (Social  Secur- 
ity). The  association  determined  to  undertake  a “crash 
program”  designed  to  defeat  enactment  of  this  measure 
by  the  congress  through  establishment  of  an  active 
speakers  bureau  intended  to  inform  the  public  of  the 
implications  leading  to  the  socialization  of  medicine, 
and  also,  to  activate  a resolution  campaign  with  the 
assistance  of  the  Woman’s  Auxiliary  under  its  WHAM 
program. 

3.  H.  B.  3 

This  bill  providing  compensation  under  certain  condi- 
tions for  “blisters  and  abrasions”  which  develop  associ- 
ate with  occupational  diseases  and  disability  was  disap- 
proved by  association.  Failed. 

4.  H.  B.  8 

This  bill  provided  for  the  establishment  of  a cancer 
advisory  committee  under  the  State  Department  of 
Health.  No  action  taken.  Measure  failed. 
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5.  H.  B.  9 

This  bill  appropriated  $1,000,000  for  medical  college 
building  fund  for  construction.  No  action.  Failed. 

6.  H.  B.  21 

This  bill  prescribed  method  of  reporting  contagious 
diseases,  and  in  the  case  of  venereal  disease  prescribed 
that  the  person  so  afflicted  might  be  referred  to  by  an 
identifying  number  or  symbol.  Endorsed  by  association. 
Failed. 

7.  H.B.  22 

This  bill  provided  that  physicians  permanently  em- 
ployed by  the  State  Department  of  Health,  the  state 
hospital,  and  state,  county  or  municipal  health  depart- 
ments be  required  to  procure  a license  to  practice  medi- 
cine and  surgery.  Approved  by  association.  Failed. 

8.  H.B.  24 

This  provided  for  the  filling  of  prescriptions  or  the 
dispensing  of  medications  under  a different  brand  name 
or  under  its  non-proprietary  name  with  the  permission 
of  the  prescribing  physician  when  the  cost  therefor  is 
charged  to  the  state  or  any  of  its  political  subdivisions. 
Disapproved  by  association.  Failed. 

9.  H.B.  69 

Bill  related  to  sale,  distribution  and  labeling  of 
hazardous  substances  for  household  use.  Approved  by 
association.  Failed. 

10.  H.B.  79 

Bill  provided  for  admission  of  mentally  deficient 
persons  in  the  Arizona  Children’s  Colony,  relieving 
counties  from  payment  of  maintenance  costs  for  mentally 
deficient  persons  admitted  to  the  colony,  the  state  to 
assume  such  costs.  No  action  taken.  Failed. 

11.  H.B.  81 

Bill  provided  for  registration  with  sheriff  of  sex  of- 
fenders and  provided  penalty  for  indecent  exposure. 
Approved  by  association.  Failed. 

12.  H.B.  84 

This  bill  provided  Industrial  Commission  with  au- 
thority to  promulgate  rules  and  regulations  and  establish- 
ment of  a Division  of  Safety.  Supported  by  association. 
Failed. 

13.  H.B.  89 

Bill  provided  for  regulation  of  hospitals,  nursing  homes, 
maternity  homes  and  sheltered  care  homes.  Supported 
by  association.  Enacted  into  law. 

14.  H.B.  90 

This  provided  for  the  hospitalization  and  medical 
care  of  the  medically  indigent  persons  by  the  board  of 
supervisors.  Approved  by  the  association.  Failed. 

15.  H.B.  91 

Bill  provided  for  numerous  amendments  to  the  Wel- 
fare Code,  the  result  of  recommendations  of  the  Legis- 
lature’s Public  Welfare  Study  Committee.  No  action 
taken.  Enacted  into  law. 

16.  H.B.  108 

Bill  authorized  the  State  Planning  and  Building  Com- 
mission to  select  and  secure  a site  for  an  intermediate 
training  school  for  juveniles,  at  or  near  both  Tucson  and 
Phoenix,  providing  for  the  immediate  construction  of 
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such  a facility  near  Tucson.  Approved  by  the  association. 
Failed. 

17.  H.J.M.  1 

This  joint  memorial  requesting  the  Congress  of  the 
United  States  to  re-examine  the  law  and  regulations 
of  the  Social  Security  Act  relating  to  welfare  for  the 
purpose  of  permitting  each  state  to  operate  its  own 
welfare  program  without  burdensome  restrictions  was 
supported  by  association.  Failed. 

18.  H.J.R.  1 

This  joint  resolution  authorizing  the  Legislative  Coun- 
cil to  undertake  a research  project  involving  an  analysis 
of  tire  welfare  program,  including  a study  of  federal 
legislation  relating  to  medical  care  of  the  aged  and 
the  medical  programs  in  effect  in  other  states  (including 
the  Kerr-Mills  Act),  was  supported  by  the  association. 
Failed. 

19.  S.B.  8 

This  provided  authorization  for  construction,  recon- 
struction, maintenance  and  repair  of  air  raid  shelters. 
Action  by  association  deferred  pending  report  of  its 
Professional  Committee  Subcommittee  on  Civil  Defense. 
Failed. 

20.  S.B.  54 

Bill  provided  for  removal  from  jurisdiction  of  the 
State  Department  of  Health  the  state  sanatorium;  pro- 
viding for  the  establishment  of  an  Arizona  state  tu- 
berculosis sanatorium  board,  etc.  Disapproved  by  as- 
sociation because  of  lack  of  specification  of  designated 
sources  of  procurement  of  physician  members  to  be 
appointed  to  board.  Failed. 

21.  S.C.R.  7 

Bill  prescribed  that  the  examination  relating  to  mar- 
riage shall  be  made  not  more  than  30  days  prior  to 
the  issuance  of  the  marriage  license  which  would  delete 
the  forty-eight  hour  waiting  period.  No  action  taken  by 
the  association.  Failed. 

22.  S.J.M.  2 

This  joint  memorial  requesting  the  Congress  of  the 
United  States  to  propose  an  amendment  to  repeal  the 
Sixteenth  Article  of  Amendments  to  the  Constitution  of 
the  United  States  and  prohibiting  the  Government  of 
the  United  States  from  engaging  in  any  business,  pro- 
fessional, commercial,  financial  or  industrial  enterprise 
except  as  specified  in  the  Constitution  of  the  United 
States  was  supported  by  the  association.  Failed. 

Other  measures  introduced  in  the  senate  and  house 
of  the  25th  State  Legislature,  Second  Regular  Session, 
of  particular  interest  to  medicine  and  on  which  no 
specific  official  action  was  taken  by  the  association,  are 
listed  below  with  results  noted  in  each  instance: 

S.B.  48,  making  a $200,000  appropriation  to  the  Board 
of  Regents  of  the  Universities  and  State  College  of 
Arizona  for  the  purpose  of  establishing  a medical  college 
in  the  Salt  River  Valley.  Failed. 

S.B.  52,  making  a $200,000  appropriation  to  the  Board 
of  Regents  of  the  Universities  and  State  College  of 
Arizona  for  the  purpose  of  establishing  a medical  college 
in  Tucson.  Failed. 


November,  1962 


21A 


Arizona  Medical  Association  Reports 

S.B.  64,  relating  to  employment  security;  enabling 
an  employer  to  obtain  a reduced  contribution  rate  after 
one  year  of  chargeability;  deleting  special  rate  compu- 
tations; defining  computation  rate  and  average  annual 
payroll,  etc.  Enacted  into  law. 

S.B.  138,  relating  to  optometry;  defining  unprofessional 
conduct;  prescribing  powers  and  duties  of  board;  etc.. 
Enacted  into  law. 

S.B.  139,  relating  to  narcotics;  providing  for  enforce- 
ment of  laws  relating  to  narcotics  by  the  Superintendent 
of  Liquor  Licenses  and  Control;  providing  for  adminis- 
tration of  license  provisions  of  such  laws  by  the  State 
Department  of  Health;  etc.  Enacted  into  law. 

S.B.  154,  prescribing  qualifications  of  practical  nurse; 
etc.  Failed. 

S.B.  180,  providing  an  additional  income  tax  exemp- 
tion of  $1,000  for  persons  65  years  of  age  or  over;  etc. 
Enacted  into  law. 

S.B.  220,  relating  to  corporations;  providing  for  annual 
reports  to  be  filed  and  fees  to  be  paid  by  non-profit 
corporations,  etc.  Enacted  into  law.  This  measure  is 
designed  to  afford  relief  to  the  many  non-profit  organi- 
zations not  heretofore  filing  annual  reports  with  the 
Corporation  Commissioner  for  lack  of  knowledge  of 
such  necessity. 

H.B.  4,  relating  to  welfare,  prescribing  quarterly  re- 
port required  of  all  recipients  of  assistance;  etc.  Failed. 

H.B.  51,  providing  for  safety  seat  belts  on  all  new 
automobiles;  etc.  Failed. 

H.B.  59,  establishing  a division  or  unit  of  blind  serv- 
ices within  the  state  department  of  public  welfare,  etc. 
Failed. 

H.B.  73,  providing  that  special  program  for  education 
of  students  afflicted  with  partial  or  total  blindness,  deaf- 
ness or  defective  speech,  etc.  Failed. 

H.B.  137,  removing  the  repayment  provisions  from 
the  Western  Regional  Compact  for  Higher  Education; 
etc.  Failed. 

H.B.  156  (same  as  S.B.  64,  previously  reported). 
Failed. 

H.B.  160,  prescribing  exemptions  to  the  transaction 
privilege  taxes  on  tangible  personal  property  purchased 
in  this  state  by  any  hospital,  etc.  Failed. 

H.B.  181,  amending  sections  of  the  occupational  dis- 
ease and  disability  act.  Failed. 

H.B.  183,  relating  to  the  Arizona  Children’s  Colony; 
authorizing  construction  of  new  branches  at  Phoenix  and 
Tucson;  etc.  Failed. 

H.B.  200,  creating  the  Arizona  Department  and  Com- 
mission for  the  blind,  etc.  Failed. 

H.B.  209,  relating  to  optometry;  defining  unprofes- 
sional conduct;  fees  and  disposition;  reinstating  license; 
revocation  of  license;  etc.  Failed. 


H.B.  231,  granting  authority  to  school  districts  to 
provide  programs  for  trainable  retarded  children;  etc. 
Enacted  into  law. 

H.B.  252,  providing  that  the  Western  Interstate  Com- 
mission for  Higher  Education  endeavor  to  provide  ade- 
quate services  and  facilities  in  fields  of  osteopathy, 
chiropractic  and  naturopathy;  etc.  Failed. 

H.B.  253,  relating  to  chiropody;  providing  for  re- 
ciprocal licenses;  etc.,  eliminating  discretion  and  exami- 
nation. Failed. 

H.B.  269,  prescribing  requirements  for  exhaust  systems 
on  motor  vehicles.  Failed. 

H.B.  326,  empowering  and  directing  the  Arizona  State 
Hospital  Board  to  convey  by  deed  certain  lands  in 
Maricopa  County  to  the  Board  of  Regents  of  the  Uni- 
versities and  State  College  for  construction  of  a state 
medical  college  thereon.  Failed. 

Introduced  in  this  second  regular  session  of  the  25th 
State  Legislature  were  243  bills  in  the  Senate,  334  in 
the  House,  and  many  memorials  and  resolutions.  Each 
was  reviewed.  Those  dealing  with  health,  welfare  and 
safety  were  thoroughly  examined  and  evaluated.  With 
the  ever-increasing  legislative  activity,  it  appears  more 
frequent  meetings  will  be  required  to  be  scheduled  and 
held  during  a legislative  session,  both  on  the  part  of 
this  committee  and  the  Board  of  Directors. 

Dissipation  of  one’s  strength  and  influence  in  matters 
legislative  should  be  avoided  under  any  circumstance. 
The  association  is  being  called  upon  more  frequently 
by  allied  groups  or  individuals  to  gain  its  support  and 
muster  its  influence  in  their  interest.  While  most  certainly 
it  will  be  found  to  the  advantage  of  the  medical  pro- 
fession, in  specific  instances,  to  lend  such  support,  it 
does  not  appear  wise  to  extend  it  too  freely  for  whatever 
cause.  This  should  be  given  serious  consideration  in  the 
months  ahead. 

The  association’s  prestige  has  gained  the  respect  of 
past  legislatures  and  its  influence  has  been  felt.  Should 
we  not  keep  it  that  way  and  avoid  dissipation  of  our 
strength? 

McDonald  Wood,  M.D. 

Chairman 
Legislative  Committee 


ANNUAL  REPORT  OF 
THE  SECRETARY 
1961-62 

The  total  gain  in  membership  of  this  association  be- 
tween April  1,  1961  and  April  1,  1962  was  4 members. 
This  does  not  take  into  consideration  the  64  delinquents 
as  of  April  1,  1962. 

( Continued  on  following  Page ) 
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(Secretary's  Report  — Continued) 


Membership  by  county  as  of  April  1,  1962  was: 


County 

Changes 

Total 

Apache 

3 

8 

Cochise 

-3 

23 

Coconino 

5 

26 

Gila 

0 

21 

Graham 

0 

6 

Greenlee 

_2 

5 

Maricopa 

13 

649 

Mohave 

1 

3 

Navajo 

0 

7 

Pima 

-7 

287 

Pinal 

_2 

24 

Santa  Cruz 

1 

9 

Yavapai 

_2 

18 

Yuma 

-3 

30 

The  1,116  total  membership  is  comprised  as  follows: 

Active  1,017  (includes  50  Year  Club  members) 

Service  37 

Associate  61 

Affiliate  1 

The  breakdown  of  the  64  delinquent  former  members 
by  county  is: 

Chochise  1 

Greenlee  1 

Maricopa  36 

Navajo  1 

Pima  17 

Pinal  4 

Santa  Cruz  1 

Yavapai  1 

Yuma  2 

I have  attended  all  meetings  of  the  Executive  Com- 
mittee and  the  Board  of  Directors,  and  have  attended 
as  many  of  the  special  meetings  as  was  possible  during 
the  year  1961-62.  I attended  the  AMA  meeting  in  New 
York  in  June,  1961. 

I had  no  work  to  do  in  the  actual  secretarial  role  as 
Mr.  Robert  Carpenter  and  Mr.  Paul  R.  Boykin  super- 
vised the  taking  of  minutes  and  their  transcription.  I 
approved  payment  of  bills  as  was  indicated,  signed  all 
necessary  forms,  and  permitted  the  central  office  to  use 
a rubber  stamp  of  my  signature  for  all  routine  corres- 
pondence. 

Role  of  Secretary 

The  primary  role  of  secretary  of  ARMA  is  to  peruse 
the  voluminous  correspondence  in  association  with  the 
central  office  personnel  and  to  dispose  of  as  much  as 
possible  by  direct  reply  without  troubling  the  Executive 
Committee.  Problems  that  are  beyond  the  purview  of 
the  secretary  should  be  referred  to  the  president  and 
further  action  should  be  initiated  by  him.  This  method, 
I believe,  would  greatly  reduce  the  work  load  in  the 
central  office. 

The  secondary  role  of  the  secretary  is  the  direct  su- 
pervision of  the  Central  Office,  which  was  not  required 
of  me  this  year. 
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Suggestions  and  Observations: 

During  this  year  I learned  a great  deal  about  the 
workings  of  ARMA.  I would  like  to  add  my  suggestions 
and  observations.  I would  like  to  preface  this  by  saying 
that  I have  had  an  active  role  in  medical  politics  on  a 
county  or  state  or  Blue  Shield  level  for  the  past  15  years. 

The  functions  of  ARMA  have  increased  tremendously 
in  the  past  ten  years.  A lot  of  this  could  dispense  with, 
without  at  all  affecting  our  effective  organization.  There 
is  a constant  pressure  on  us  from  the  AMA  in  Chicago. 
We  are  constantly  badgered  and  goaded  into  taking  part 
in  national  problems  that  properly  belong  to  the  AMA. 
If  we  followed  out  their  requests  for  someone  from  here 
to  attend  all  the  special  and  regular  sessions  and 
briefings  and  indoctrinations,  Bob  Carpenter  would  be 
gone  99%  of  the  year,  plus  other  officials  of  the  organi- 
zation. We  spend  about  $3,000  to  $4,000  on  this  each 
year.  Some  of  this  could  be  curtailed  and  saved. 

A lot  of  work  could  be  saved,  and  a lot  of  effort 
reduced  without  impairment  of  our  overall  function  by 
not  doing  non-medical  projects.  I feel  that  civil  defense 
is  the  job  of  the  State  Civil  Defense  Department,  not 
that  of  ARMA.  I feel  that  smog  and  water  pollution  con- 
trol belong  to  the  State  Department  of  Health.  I feel 
that  we  should  have  interested  doctors  as  advisors  to 
these  areas,  but  that  to  expect  the  central  office  to  handle 
the  work  and  the  correspondence  and  for  the  membership 
to  pay  for  it  is  not  justified,  no  matter  how  good  the 
project  is. 

There  are  too  many  subcommittees  and  committees 
that  are  pulling  every  which  way.  A lot  of  these  could 
be  done  away  with  and  one  interested  person  could  take 
over. 

For  years  we  had  one  or  two  men  peruse  the  bills  that 
went  into  the  state  legislature  and  only  those  bills  that 
directly  affected  us  were  considered  worthy  of  con- 
certed action.  We  should  not  have  to  interfere  as  to 
where  the  boy’s  colony  will  be  located.  If  the  psychia- 
trists are  interested  in  a mental  health  bill,  this  could 
be  the  job  of  the  state  psychiatric  association,  not  that 
of  ARMA.  We  do  not  have  the  personnel  for  it.  Although 
there  has  been  a directive,  that  the  central  office  person- 
nel are  not  to  do  the  typing  and  telephoning  for  the 
various  subcommittees,  this  directive  is  consistently  ig- 
nored by  the  subcommittee  chiefs  who  expect  a tremen- 
dous amount  of  personal  work  by  the  staff  for  all  their 
assignments. 

We  have  17  committees  and  innumerable  subcommit- 
tees. We  had  one  and  a half  persons  in  our  employ  10 
years  ago;  we  now  have  7.  And  still  there  is  need  for 
many  more  if  all  the  chores  expected  of  them  are  to  be 
done  — an  utter  impossibility. 

We  are  living  beyond  our  means  both  physically  and 
financially.  We  cannot  possibly  provide  the  national  cov- 
erage that  for  example  California  provides.  We  still 
have  an  overall  membership  smaller  than  San  Diego 
County. 

We  must  retrench  in  our  capacities  and  finances.  We 
can  do  this  without  in  any  way  curtailing  the  really  es- 
sential functions  that  are  the  proper  role  of  this  medical 
association. 

Paul  L.  Singer,  M.D. 

Secretary 


" Safety  of  Prescription  Drugs " Available 

The  Pharmaceutical  Manufacturers  Association  announces  the  availability  of 
its  leaflet,  “Safety  of  Prescription  Drugs.  This  leaflet  has  proved  useful  for 
physicians  who  desire  answers  to  questions  asked  by  patients. 

This  leaflet  is  available  in  quantity,  without  cost,  to  physicians.  Send  your 
request  to  Pharmaceutical  Manufacturers  Association,  1411  K Street,  N.W.,  Wash- 
ington 5,  D.C. 
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vitamins  are  therapy 


In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder”  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bs  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 


what  your 
patients 
need  to 
know  about 
Aspirin 


As  you  know,  the  confidence 
your  patients  place  in  a 
certain  treatment  or  drug 
often  helps  to  reinforce  the 
relief  they  get  from  it. 

That’s  why  it’s  often  a good 
idea  to  explain  the  reasons 
for  your  recommendations, 
even  in  the  simplest  cases. 

For  example,  aspirin.  You 
probably  recommend  it' 
more  than  any  other  drug,  as  an  analgesic,  as  an  antipyretic,  as  an  aid  to 
sleep  when  restlessness  is  caused  ^ by  minor  discomforts.  Cer- 
tainly aspirin  is  the  most  versatile  jJilP*  and  one  of  the  most 

effective  drugs  in  the  arsenal  of  medicine. 

But  aspirin  is  such  a common  and  such  a safe  drug  that  most  laymen  vastly 
underrate  it.  To  use  it  with  the  utmost  confidence,  they  need  to  know  more 
about  it.  So  next  time,  take  a minute  or  two  to  explain  what  a uniquely  valuable 
drugaspirin  really  is. You  know  it;  your  patientswill  be  reassured  to  know  it, too. 


5-grain  tablets 


1 H-grain  tablets 


BAYE  R 

pHMFJjK-  ""Ilk,  Mi  MPPI  p m.: 


ASPIRIN  * 

CHILDREN 


cap 

, O TABLETS 


For  professional  samples, 
write  The  Bayer  Company, 
1450  Broadway, 

New  York  18,  N.  Y. 
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fh  is  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


5055  North  34th  Stre 
AMherst  4-41 
PHOENIX,  ARIZOI 

OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Direcl 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATI 


Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  mf.prospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 

published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM-73ei 


Trocinate 


Brand  of  Thiphenamil  HC1. 


FOR  DIVERTICULITIS , MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA , IRRITATIVE  URETERITIS, 
BLADDER  SPASM 

<i^rocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito -urinary- 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HC1. 

Usual  Dosage  : 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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■ relieve  sneezing , runny  nose 
m ease  aches  and  pains 
• lift  depressed  feelings 
• reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


Each  CORIFORTt  Capsule  contains: 

CHLOR-TRIMITON ® 4 mg. 

Ibrani  of  chlorpheniramine  maleati I 

sallcylamldi 0.19  Bm. 

phtnac itln  .....  0.13  Bm. 

c affiliu 30  mg. 

mfthamphftam Ini  hydrochlorld* 1.25  mg. 

ascorbic  acid 50  mg. 


available  on  prescription  only 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  tivo  antihistamines 
and  tivo  decongestants"  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

*Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40  mg.,  phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


the  case 


of  the 
missing 
ampouie 


People  aren’t  perfect — neither  are  machines. 
Both  can  slip  up  occasionally.  Take  an  ampoule 
in  a paper  carton  for  example.  How  can  we  be  ab- 
solutely sure  that  the  ampoule  is  really  inside? 
■ Here’s  how:  A machine  folds  the  carton,  in- 
serts the  ampoule,  seals  the  carton,  and  then 
places  it  on  the  finishing  line.  Further  down  the 


line,  the  detective  waits — a jet  of  air  sweeping 
across  the  finishing  line  just  strong  enough  to 
blow  an  empty  carton  off  the  belt.  Properly  filled 
cartons  proceed  for  further  inspection  and  pack- 
aging. ■ Perhaps  a small  point,  but  it  is  another 
in  a long  series  of  control  measures  designed 
to  deliver  quality  pharmaceuticals  every  time. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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Original  Articles 


Dr.  Gluck 


Essential  Hypertension 

Martin  Gluck,  M.D. 


Pathogenesis  of  so-called  essential  hypertension  is  still  obscure.  The 
author  discusses  the  evolution  of  the  knowledge  of  the  disturbed  physiologic 
mechanisms  in  this  disease.  A brief  comment  regarding  treatment  concludes 
the  paper. 


WHEN  in  1923  my  chief,  Friedrich  von  Muel- 
ler, discussed  hypertension  at  the  University 
Clinic  in  Munich  in  the  presence  of  many  Ameri- 
can doctors,  he  believed  that  in  the  last  analysis 
the  cause  for  hypertension  would  lie  in  the 
kidney. 

This  viewpoint  was  acknowledged  by  most 
clinicians  of  this  era.  Goldblatt’s  work  later  also 
seemed  to  confirm  the  view  that  the  kidney  was 
the  one  and  only  cause  for  essential  hyperten- 
sion. 

In  later  years,  the  nervous  system,  the  adrenal 
glands  and  finally  the  intrinsic  properties  of  the 
blood  vessels  were  said  to  be  responsible. 

In  Tuebingen  in  1925,  Ottfried-Mueller  dem- 
onstrated changes  in  the  capillaries  of  the  finger- 
nail bed,  postulating  the  presence  of  a general 
capillaritis  in  nephritis  that  finally  led  to  a 
decrease  of  the  capillary  bed,  thus  producing 
hypertension.  This  led  to  the  concept  of  hyper- 
tension as  a syndrome  rather  than  a disease. 

As  a resident  in  internal  medicine,  I was 
taught  that  high  blood  pressure  was  a com- 
pensatory mechanism  that  should  not  be  dis- 
turbed. Clinical  experience  shows  us  that  our 
hypertensive  patients  sometimes  feel  better  and 
peppier  with  their  blood  pressure  high  than 
when  for  some  reason  it  drops  to  lower  levels. 

A study  of  the  literature  is  convincing  that 
the  answer  to  the  problem  lies  in  the  capillaries 
which  are  intimately  connected  with  tissue  per- 
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fusion  and  tissue  pressure  and  which  probably 
are  the  main  components  of  the  system  that 
determines  the  need  of  individual  organs  for 
blood.  And  arterial  blood  pressure  certainly  is 
one  of  the  most  important  components  of  this 
functional  system. 

We  know  that  if  blood  volume  changes,  neuro- 
genic vasomotor  tone  changes  to  keep  the  blood 
pressure  at  a constant  level. 

Factors  to  Consider 

There  are  other  factors  dominating  tissue  per- 
fusion, such  as  cardiac  output,  blood  viscosity, 
chemical  blood  substances  and  the  vascular 
caliber  itself.  Therefore  it  seems  very  unlikely 
that  all  types  of  hypertension  could  be  ex- 
plained by  one  pathological  mechanism.  In  fu- 
ture years  we  shall  probably  know  more  about 
the  blood  distribution  through  our  investigations 
of  the  cardiovascular  responses  to  weightless- 
ness in  outer  space. 

The  most  popular  theory  supports  the  secre- 
tion of  a pressure  substance  in  the  kidneys  that 
raises  the  blood  pressure.  This  will  be  discussed 
later. 

Much  accumulating  evidence  in  the  past  few 
years  considers  hypertension  a result  of  change 
in  the  electrolyte  and  enzyme  content  of  the 
blood  vessels,  especially  the  salt-water  meta- 
bolism in  the  blood  vessel  wall,  mediated  chiefly 
by  the  adrenocortical  hormones. 

Selye  enlightened  us  with  his  demonstration 
of  hypertension  in  rats,  elicited  by  unilateral 
nephrectomy,  salt  and  desoxycorticosterone  ad- 
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ministration.  Most  clinicians  today  believe  that 
salt  has  something  to  do  with  hypertension. 

Some  investigators  found  that  analysis  of 
blood  vessels  demonstrated  a relationship  be- 
tween high  blood  pressure  and  sodium  content. 
The  newly  found  adrenocortical  steroids  were  a 
great  theoretical  attraction  for  many  investiga- 
tors. And  much  was  written  of  excess  secretion  of 
aldosterone  from  the  adrenal  glands  in  hyper- 
tension. 

But  hypersecretion  of  aldosterone  was  by  no 
means  a constant  finding.  Indeed,  the  highest 
values  of  aldosterone  were  found  in  cases  with 
liver  disease  and  nephrosis  in  which  hyperten- 
sion was  not  present.  Other  investigators  found 
aldosterone  secretion  significantly  increased  in 
cases  of  renal  or  vascular  complication,  whereas 
normal  values  were  found  in  essential  hyper- 
tension. 

Cohnheim  and  Achoff 

Cohnheim  and  my  teacher  Achoff  postulated 
that  thickening  of  the  blood  vessel  wall  pre- 
ceded the  hypertension.  In  the  line  of  new  in- 
vestigations are  those  who  see  the  causes  of 
peripheral  resistance  mainly  biophysically  on 
the  basis  of  swelling  and  overgrowth  of  the 
arteriolar  wall  and  on  inherent  physical  proper- 
ties of  vascular  muscle  as  a result  of  electrolyte 
changes. 

There  is  no  doubt  that  the  distending  force  of 
the  blood  pressure  creates  in  the  smooth  muscle 
a tendency  to  rebound,  thus  inducing  some  de- 
gree of  vascular  tone. 

Probably  all  those  factors  which  I have 
enumerated  are  involved  in  what  we  call  hyper- 
tension. Of  special  importance  clinically  are  the 
structural  vascular  changes  in  brain,  myocardi- 
um, in  kidneys  and  also  the  endocrine  glands. 

It  seems  clear  that  blood  flow  to  an  organ 
can  influence  systemic  blood  pressure  to  an 
important  degree  and  that  the  local  need  for 
blood  is  one  of  the  critical  determinants  of 
systemic  blood  pressure. 

The  neurogenic  component  is  by  no  means 
clear.  We  all  know  that  pressure  on  the  carotid 
sinus  area  elicits  the  same  circulatory  response 
in  hypertensive  as  in  normotensive  patients.  The 
sinus  mechanism,  one  of  the  most  powerful 
modulators  of  blood  pressure  levels,  seems  to 
fail.  It  was  postulated  by  Page  and  his  co- 
workers that  the  carotid  sinus  buffer  mechanism 
has  shifted  its  threshold  and  range  of  response 


upward  so  that  it  perceives  the  hypertensive 
levels  as  normal  ones. 

The  carotid  sinus  mechanism  is  only  one  of 
several  neural  mechanisms  to  control  blood  pres- 
sure in  a discriminating  fashion.  Serotonin,  this 
rather  intriguing  pressure  material  coming  from 
the  stimulated  brain  and  probably  acting  as  a 
neurotransmitter  substance,  is  another  example 
of  the  close  integration  between  humoral  mecha- 
nisms and  neurogenic  changes. 

The  neurohypophysis  is  another  great  regu- 
lator, principally  through  its  vaso-pressure  ac- 
tivity. The  vasoconstricting  effect  of  vasopressin 
seems  to  be  based  on  the  ability  of  the  hormone 
to  transfer  sodium  across  the  vascular  smooth 
muscle  cell  mebrane. 

In  1960  Manning  and  Heiss,  in  the  “American 
Journal  of  Physiology,”  and  before  that,  Hess,  in 
Zurich,  showed  the  importance  of  the  role  of 
the  hypothalamus.  In  1959  some  Swedish  in- 
vestigator found  a restricted  hypothalamic  area 
also  in  a cat,  stimulation  of  which  caused  in- 
hibition of  sympathetic  vasomotor  activity. 

Unfortunately,  we  cannot  go  more  extensively 
into  this  fascinating  problem.  Suffice  it  to  say 
that  the  nervous  control  of  blood  pressure  is 
a highly  complex  one.  But  control  of  tissue 
perfusion  is  regulated  both  by  blood  pressure 
and  chemical  sensing  elements  of  the  nervous 
system,  and  also  by  direct  liberation  of  vaso- 
active agents  in  the  juxtaglomerular  apparatus, 
the  adrenal  medulla  and  the  pituitary  gland. 

There  is  a controversy  on  whether  widespread 
vascular  disease  precedes  hypertension  in  human 
beings,  (Goldblatt)  or  whether  hypertension 
causes  vascular  disease,  which  in  turn  leads  to 
intrarenal  hemodynamic  changes  causing  hyper- 
tension followed  by  reduction  in  blood  flow. 

Angiotensin  and  Renin 

Angiotensin  (angiotonin,  hvpertensin)  was 
discovered  some  20  years  ago.  And  we  still  do 
not  know  much  about  its  function  in  hyperten- 
sion although  it  seems  to  be  a key  substance  in 
the  mechanism  of  hypertension.  The  same  is 
true  of  the  proteolytic  enzyme  renin,  which  al- 
ready was  discovered  in  1898  by  Tigerstedt  and 
Bergman  and  about  whose  exact  distribution  in 
the  kidneys  we  are  still  ignorant. 

This  problem  became  more  important  through 
the  discovery  of  antirenin-antibodies  by  Waker- 
lin.  His  work  was  received  skeptically  but  com- 
pletely confirmed  by  Goldblatt.  Whether  it  will 
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be  possible  to  treat  hypertension  or  determine 
its  mechanism  by  immune  methods  remains  a 
fascinating  research  problem  for  the  coming 
years. 

Theory  of  Kidney  Participation 

Braun  Menendez  in  1952  proposed  the  pres- 
ence of  a trophic  substance  in  the  blood  which 
the  kidney  eliminates  and  called  it  renotrophin. 
He  established  a working  theory  for  increased 
production  of  this  substance  and  enlargement  of 
the  kidneys  and  its  function  until  a new  equili- 
brium is  reached  between  production  and  elimi- 
nation of  renotrophin.  Hypertension  would  oc- 
cur when  the  remaining  renal  tissue  was  unable 
to  respond  to  the  stimulus  of  renotrophin  present 
in  the  blood. 

Thus,  the  importance  of  the  participation  of 
the  kidneys  is  still  recognized  as  number  one 
factor. 

The  role  of  the  nervous  system  is  also  much 
clearer  in  the  pathogenetic  foreground.  The  par- 
ticipation of  the  endocrine  system  is  still  a vexing 
one  and  the  importance  of  salt  is  still  not  com- 
pletely resolved.  Enzymatic  and  antibody  par- 
ticipation needs  much  more  enlightening  work 
to  be  clinically  helpful.  And  so  we  must  conclude 
that  there  apparently  is  no  single  mechanism 
responsible  for  the  pathogenesis  of  this  interest- 
ing vascular  syndrome  called  “essential  hyperten- 
sion.” 

When  we  talk  about  hypertension  it  is  difficult 
to  find  a sharp  diving  line  between  normal  and 
high  blood  pressure.  To  some  people  it  is  a 
purely  arbitrary  division  and  the  blood  pressure 
in  the  individual  patient  may  fluctuate  con- 
siderably. 

There  is  also  a very  individual  difference  in 
the  rise  of  blood  pressure  that  occurs  with  ad- 
vancing age.  The  question  of  heredity  and  en- 
vironment makes  me  believe  that  essential  hyper- 
tension represents  a distinct  clinical  entity  with 
a definite  familial  tendency.  We  all  probably 
agree  that  the  change  towards  diastolic  hyper- 
tension most  commonly  occurs  between  45  and 
50  years  of  age  and  less  commonly  after  this  age. 
Thus,  age  is  not  the  determining  factor. 

Clinically,  we  have  to  exclude  such  conditions 
as  systolic  hypertension  secondary  to  arterio- 
sclerosis, hyperthyroidism,  coarctation  of  aorta, 
pheochromocytoma,  adrenocortical  tumors,  ar- 
teriovenous fistula  of  the  kidney,  unilateral  kid- 
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ney  disease,  and  chronic  kidney  disease.  The 
residuum  we  call  essential  hypertension. 

During  the  20th  century  evidence  has  sug- 
gested possible  relationship  between  salt  inges- 
tion and  hypertension  in  man.  As  clinicians  we 
observe  daily  that  under  ordinary  circumstances 
the  adaptive  mechanisms  of  the  body  are  so  ex- 
quisitely effective  in  conserving  salt  that  intakes 
of  only  one  or  two  grams  a day  are  more  than 
sufficient  for  metabolic  needs,  including  periods 
of  growth,  as  shown  by  Dahl  in  England  in  1958. 

I have  never  seen  evidence  of  salt  craving  in 
my  patients  whose  salt  intakes  were  drastically 
reduced  for  many  months  unless  salt  appetite 
was  induced  by  well-meaning  friends  or  articles 
in  the  lay  press.  Salt  appetite  exists,  but  it  is 
rather  acquired  than  innate.  You  recognize  when 
you  travel  the  American  tourist  who  vigorously 
uses  the  salt  shaker  before  tasting  one  bit  of 
food. 

Grollman  and  his  associates  were  the  first  to 
demonstrate  in  1940  that  various  sterols  were 
hypertensogenic  only  if  additional  salt  was  pro- 
vided. Long  term  experiments  over  the  last  two 
decades  have  confirmed  the  potential  of  chronic 
salt  feeding  to  produce  hypertension.  There  also 
seems  to  be  evidence  that  both  incidence  and 
severity  of  hypertension  will  be  increased  if  the 
amount  of  ingested  daily  salt  is  increased.  In 
man,  salt  restriction  has  long  been  used  as  part 
of  the  therapeutic  regimen  against  established 
hypertension. 

Grollman  in  1945  demonstrated  that  the  im- 
portant substance  was  sodium  and  not  chloride. 
Widespread  acceptance  of  this  fact  came  espe- 
cially after  the  recent  development  of  effective, 
relatively  non-toxic  natruretic  agents  such  as 
chlorothiazide.  Here  too,  salt  ingestion  seems  to 
modify  the  response,  since  a high  salt  diet  ap- 
pears to  limit  or  even  block  the  hypotensive  re- 
sponse to  chlorothiazide. 

From  the  Mayo  Clinic  came  reports  that  some 
diabetic  children  became  hypertensive  when  salt 
was  presented.  Other  reports  in  the  literature 
confirm  this  observation  on  young  adult  males. 

Geographical  Factors 

In  Japan  hypertension  is  a common  disease. 
Average  levels  of  salt  intake  are  high  and  inter- 
estingly appear  to  decrease  from  North  to  South. 
And  both  the  incidence  of  hypertension  and  the 
incidence  of  cerebral  vascular  accidents  de- 
crease from  North  to  South.  But  there  must  also 
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he  some  individual  susceptibility  factor  that  ex- 
plains these  phenomena.  One  certainly  cannot 
suggest  that  excessive  salt  intake  is  the  cause  of 
hypertension. 

Since  the  original  study  of  Farnsworth  and 
Baker  in  1943,  we  know  that  hypertensive  pa- 
tients acutely  eliminate  a greater  portion  of  a 
salt  and  water  load  than  do  normotensive  sub- 
jects. This  renal  abnormality  is  apparently  due 
to  an  increased  tubular  rejection  rather  than  to 
an  augmented  glomerular  filtration  of  sodium 
chloride  and  water.  This  was  also  shown  by 
Cottier  in  Berne,  Switzerland. 

Regulation  of  Excretion 

There  seems  to  be  more  and  more  evidence 
that  the  arterial  blood  pressure  in  the  kidney 
is  of  great  importance  for  the  regulation  of 
sodium  chloride  and  water  excretion,  as  long  as 
glomerular  filtration  rate  and  renal  plasma  flow 
are  not  considerably  reduced. 

A differentiation  between  essential  and  ar- 
teriosclerotic hypertension  is  not  possible,  how- 
ever, as  the  tubular  rejection  of  sodium  is  simi- 
larly increased  in  essential  and  arteriosclerotic 
hypertensives.  The  same  is  true  for  renal  hyper- 
tension as  shown  by  comparison  of  patients  with 
chronic  glomerulonephritis  and  nephrosclerosis. 
Both  showed  an  almost  identical  tubular  rejec- 
tion of  sodium  under  isotonic  and  hypertonic 
saline  infusions. 

The  assumption  that  arterial  pressure  plays  an 
important  part  in  renal  handling  of  sodium 
chloride  and  water  excretion  was  confirmed  on 
clinical  grounds.  Any  kind  of  hypotensive  meas- 
ures like  drug  therapy,  nephrectomy,  sympathec- 
tomy tends  to  reduce  diuresis  and  natruresis 
(hydralazine  so  far  seems  to  be  an  exception  to 
this  rule  as  glomerular  filtration  and  diuresis 
are  increased). 

Lately,  a lot  of  work  has  been  done  concern- 
ing adrenocorticoid  function  and  renal  pressure 
mechanisms.  The  work  was  mostly  done  on  rats. 
The  rat  is  much  too  obliging  an  animal;  but 
there  seems  to  be  some  similarity  between  the 
rat  and  the  human  in  that  the  human  becomes 
hypertensive  when  given  high  doses  of  corticoids 
if  there  is  no  salt  restriction. 

It  also  seems  that  by  variation  in  the  sodium 
uptake  the  content  of  renin  in  the  kidney  is 
changed  in  the  same  direction  as  the  secretion 
of  aldosterone.  It  appears  that  renin  does  not 


act  directly  on  blood  pressure  but  that  it  stimu- 
lates the  zona  glomerulosa  of  the  adrenal  gland, 
either  directly  or  indirectly,  to  produce  more 
aldosterone,  which  leads  to  an  increased  tubu- 
lar absorption  of  sodium. 

The  role  of  renin  in  the  pathogenesis  of  ex- 
perimental hypertension  therefore  may  not  be 
on  the  basis  of  its  direct  activity  on  blood  pres- 
sure but  may  rather  be  involved  in  sodium  meta- 
bolism. 

Peart  in  London  injected  renin  enzyme  in  its 
purer  form,  angiotensin.  He  used  synthetic  valine 
5-octapeptide  by  Ciba.  In  normotensives  he  got 
an  antidiuretic  effect  and  a decrease  in  electro- 
lyte excretion  and  thought  this  effect  to  be  due 
to  vasoconstriction  of  greater  degree  in  the 
kidneys.  From  a clinical  pathological  point  of 
view  the  nearest  anology  to  this  situation  is 
acute  glomerulonephritis  where  glomerular  fil- 
tration rate  and  tubular  function  are  cut  down 
markedly. 

Kidney  as  Pressor  Agent 

The  elaboration  by  the  kidney  of  a pressor 
agent  as  we  see  it  clinically  in  so-called  uni- 
lateral renal  disease  cannot  be  denied.  But  there 
is  no  proof  that  we  can  attribute  all  hypertension 
to  this  unique  form  of  blood  pressure  elevation. 
The  consensus  today  seems  to  be  that  renal  hy- 
pertension involves  both  extrarenal  and  renal 
factors. 

Genest  and  his  group  in  Canada  studied  the 
role  of  adrenocortical  function  in  essential  hyper- 
tension in  normo-and  hypertensive  individuals 
and  demonstrated  direct  evidence  of  a correla- 
tion between  the  aldosterone-secreting  adrenal 
zona  glomerulosa,  sodium  regulation  and  the 
renal  juxtaglomerular  apparatus  responsible  for 
the  elaboration  of  renin  or  a renin-like  substance. 

They  do  not  claim  that  the  disturbance  in 
aldosterone  secretion  in  patients  with  hyperten- 
sion of  various  origins  is  a basic  etiological 
factor  in  this  disease.  But  they  report  a small 
decrease  in  blood  pressure  by  the  use  of  pro- 
gesterone which  inhibits  the  sodium  retaining 
effects  of  aldosterone  in  humans. 

French  investigators  in  Strasbourg  confirmed 
the  frequency  of  hyperaldosteronuria  in  hyper- 
tensive patients  but  noted  considerable  fluctua- 
tions under  the  same  regimen  in  the  same  pa- 
tients. They  found  that  neither  the  clinical 
picture  (blood  pressure,  renal  exploration)  nor 
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the  biological  data  (potassemia,  natremia,  17 
keto-steroids ) revealed  any  difference  between 
the  cases  of  hypertension  with  a high  urinary 
output  of  aldosterone  and  the  cases  of  hyper- 
tension with  normal  secretion  of  aldosterone. 

Almost  all  investigators  seem  to  agree  that  the 
hyperaldosteronism  in  hypertension  must  be 
considered  in  relation  to  certain  anatomicopatho- 
logical  modifications  in  the  adrenal,  mostly  of 
the  hyperplastic  type.  Such  changes  as  common- 
ly seen  in  elderly  individuals  appear  to  be  of 
some  importance  in  the  young  hypertensive.  And 
in  this  connection  it  is  very  significant  to  note 
that  experiments  have  shown  that  hypertension 
of  the  Goldblatt  type,  like  renin  administration, 
produces  similar  abnormalities  in  the  adrenal 
cortex. 

It  seems  to  be  justifiable  to  say  that  in  humans 
there  is  a highly  specific  and  important  rela- 
tionship between  the  renal  pressure  mechanism 
and  the  zona  glomerulosa  secreting  aldosterone. 

There  is  no  direct  correlation  between  the 
amount  of  aldosterone  and  hypertension.  That 
means  that  aldosterone  has  no  specific  effect 
on  blood  pressure  but  perhaps  on  blood  volume. 
And  so  we  are  still  searching  for  the  mechanism 
by  which  redistribution  of  body  water  and/or 
sodium  can  affect  the  blood  pressure. 

We  still  know  very  little  about  the  competitive 
or  antagonistic  action  of  the  various  steroid 
hormones  or  how  corticoidogenesis  affects  the 
degree  of  diastolic  hypertension. 

Salt  Restriction  Therapy 

The  exact  mechanism  whereby  sodium  deple- 
tion produces  its  anti-hypertensive  effect  is  not 
clear.  There  is  ample  evidence  to  indicate  the 
effectiveness  of  this  time-honored  procedure 
when  adequately  applied  to  a certain  proportion 
of  patients.  Although  the  availability  of  potent 
orally  effective,  relatively  nontoxic  natruretic 
drugs  has  made  the  use  of  more  drastic  sodium 
restriction  unnecessary,  a combination  of  moder- 
ate salt  restriction  with  drug  therapy  is  prefer- 
able to  reliance  on  drug  therapy  alone. 

Undesirable  hyponatremic  reactions  like 
anorexia,  nausea,  headache,  lassitude,  muscle 
cramps,  are  rarely  seen  in  uncomplicated  cases 
of  hypertension.  Only  in  the  presence  of  renal 
insufficiency  with  a propensity  to  wastage  of 
sodium  has  hyponatremia  with  its  attendant 
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symptoms  been  encountered. 

I shall  not  go  into  the  symptomatology  of 
benign  hypertension.  Besides,  this  disease  is 
often  symptomless,  but  sooner  or  later  we  find 
complaints  of  dizziness,  functional  dyspnea, 
palpitation,  precordial  pain  and  headaches. 

There  is  usually  a fairly  good  correlation  be- 
tween height  of  blood  pressure  and  the  size  of 
the  heart.  But  we  also  know  that  very  often 
patients  do  not  have  an  enlarged  heart  in  spite 
of  long-standing  hypertension. 

We  further  know  that  women  can  carry  on 
remarkably  well  with  high  blood  pressure  in 
contrast  to  men.  Only  women  with  a history  of 
toxemia  of  pregnancy  show  the  same  mortality 
rate  as  men  with  essential  hypertension.  Of 
course,  when  our  patients  develop  organic- 
changes  in  the  brain,  heart  or  kidneys,  the  prog- 
nosis is  invariably  bad. 

The  goal  to  protect  our  hypertensive  patients 
against  the  development  of  serious  vascular  dis- 
ease still  seems  far  in  spite  of  new  hypertensive 
drugs. 

Incidence  Greater  in  Men 

Malignant  hypertension,  as  described  by  Vol- 
hard  and  Fahr,  with  its  rapid  progression 
towards  a fatal  outcome  usually  in  azotemic 
coma,  with  its  high  and  fixed  systolic  and  dias- 
tolic blood  pressure  with  the  presence  of  papille- 
dema and  appreciable  changes  in  renal  function, 
is  a well-known  picture  to  all  of  us.  The  highest 
incidence  is  found  in  men.  Age  for  both  sexes 
is  about  40. 

The  existence  of  previous  benign  hypertension 
has  often  been  reported.  Onset  of  the  malignant 
phase  with  headaches,  visual  disturbances,  noc- 
turia, may  be  gradual  or  dramatically  sudden. 
Sometimes  it  is  precipitated  by  concomitant 
infections,  pregnancy,  or  even  physical,  mental 
or  emotional  strain. 

Neither  the  most  exact  study  of  the  past  his- 
tory nor  diligent  inquiry  into  the  family  history 
reveal  any  distinctive  factors  to  foresee  the  de- 
velopment of  malignant  hypertension.  But  the 
earlier  we  make  the  diagnosis  and  watch  for  it, 
the  better  we  are  able  to  help  our  patients.  Be- 
cause malignant  hypertension  now  is  much  more 
accessible  to  treatment  either  by  removing  the 
cause,  if  you  can  find  it,  or  by  surgical  or 
medical  means. 

To  make  the  diagnosis  as  early  as  possible, 
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we  should  not  rely  on  any  one  sign  but  should 
use  our  clinical  judgment.  The  most  important 
criteria  are  the  severity  and  rapidity  of  the 
clinical  course.  I am  sure  that  the  height  of  the 
blood  pressure  is  not  indicative  of  malignant 
hypertension,  for  we  all  have  seen  alarmingly 
high  blood  pressure,  particularly  in  women  from 
55  to  60,  sustained  over  years  without  mani- 
festations of  malignant  hypertension. 

Symptoms  Cited 

Papilledema  of  course,  should  be  regarded 
as  a pathognomic  sign  of  malignant  hyperten- 
sion. In  all  cases  of  chronic  glomerular  nephritis 
we  should  watch  for  the  development  of  ma- 
lignant hypertension. 

We  used  in  our  clinic  the  specific  gravity  of 
urine  as  a pretty  good  measurement  and  started 
worrying  when  the  concentrating  power  of  the 
kidney  did  not  go  over  1012. 

Nocturia  also  is  a significant  and  rather  early 
symptom  to  watch  for.  Most  patients  die  of 
renal  insufficiency  and  at  autopsy  we  find 
arteriolar  necrosis.  But  it  is  well  to  remember 
this  as  an  end-stage  of  the  underlying  pathology, 
because  renal  biopsy  performed  at  an  early  stage 
does  not  reveal  any  histological  changes  which 
would  entitle  the  investigator  either  to  diagnose 
or  to  exclude  malignant  hypertension. 

The  importance  of  aortography  should  be 
emphasized.  This  method  should,  in  the  view 
of  our  most  recent  knowledge,  be  absolutely 
used  if  malignant  hypertension  suddenly  occurs 
to  rule  out  the  possibility  of  an  arteriosclerotic 
plaque  obstructing  the  renal  circulation. 

The  significance  of  renal  arteriography  can- 
not be  overemphasized  because  occlusive  or 
stenotic  lesions  can  be  diagnosed  and  treated 
with  nephrectomy,  segmental  nephrectomy,  or 
bypass  procedures  with  good  results. 

INDICATIONS 

1.  Young  hypertensives. 

2.  Malignant  hypertension. 

3.  Disparity  of  size  or  function  shown  by  intraven- 
ous pyelogram. 

The  treatment  with  hypotensive  drugs  is  still 
a controversial  issue.  The  question  arises  whether 
to  treat  every  case  of  essential  hypertension  or 
whether  to  confine  the  use  of  these  drugs  to 
patients  with  malignant  hypertension  or  severe 
benign  or  renal  hypertension. 

It  is  difficult  to  treat  and  assay  a patient  when 
symptoms  are  few  or  absent.  Besides,  supervision 


of  the  present  drug  therapy,  even  with  a co- 
operative patient  is  extremely  difficult. 

Another  reason  why  we  should  not  be  too 
satisfied  with  the  present  state  of  hypotensive 
drug  therapy  is  the  occurrence  of  large  fluctua- 
tions in  blood  pressure,  either  by  changes  in 
posture,  exercise,  or  straining  with  the  constant 
danger  of  vascular  accidents. 

There  is  no  evidence  that  adrenergic  drugs 
are  correcting  the  fault  of  hypertension  and  we 
are  treating  a symptom  and  not  a disease  with 
rather  powerful  drugs.  That  may  sound  too  pes- 
simistic but  I cannot  help  but  consider  the  lack 
of  rational  therapy  as  a severe  impediment  in 
my  own  therapeutic  thinking.  Only  in  cases  of 
severe  benign  or  malignant  hypertension  should 
vigorous  hypotensive  treatment  be  undertaken. 

Schroeder  does  not  agree  with  this  viewpoint 
and  thinks  that  malignant  hypertension  is  seen 
less  and  less  because  hypertension  is  so  widely 
treated  that  the  malignant  stage  no  longer  de- 
velops very  often.  A detailed  account  of  the 
different  drugs  is  impossible  and  unnecessary.  I 
shall  only  discuss  highlights  as  to  advantages 
and  disadvantages  of  their  administration. 

BASIC  AGENTS 

1.  Ganglionic  blocking  agents. 

2.  Direct  peripheral  dilators  like  hydralazine  (the 
only  drug  increasing  renal  plasma  flow  in  the 
face  of  lowered  blood  pressure.) 

3.  Saluretics  such  as  chlorothiazide,  hydrochlorothi- 
azide. 

4.  Rauwolfia  and  alkaloids. 

5.  Amino  oxidase  inhibitors. 

6.  Anti-serotonin  drugs,  BAS,  still  in  experimental 
stage. 

In  severe  hypertension  you  cannot  obtain  an 
even  control  of  blood  pressure  with  ganglionic 
blocking  agents  alone.  You  see  that  if  you  take 
enough  blood  pressure  readings.  These  agents 
are  excreted  rapidly  and  frequently  doses  are 
essential  at  least  every  four  hours.  Also  you  have 
to  change  the  dose  frequently  in  order  to  avoid 
peaks  of  hypertension  and  nadirs  of  hypotension. 

Each  year  we  hear  of  major  advances  in  con- 
trol of  hypertension  by  the  development  of 
agents  affecting  the  sympathetic  reflexes.  The 
trouble  is  that  they  all  produce  predominantly 
postural  hypotension  and  possess  other  perilous 
side  effects. 

Others  like  the  amino  oxidase  inhibitors  should 
be  used  very  cautiously  because  of  the  hepato- 
toxic  and  cerebral  effects. 
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That  asymptomatic  hypertension  can  be 
favorably  influenced  by  the  reduction  of  blood 
pressure  is  a presumption.  It  has  not  been  proven 
clinically.  All  forms  of  drug  treatment  are  at- 
tended by  inconvenience  and  are  expensive  and 
so  it  behooves  us  as  physicians  to  select  our 
patients  very  carefully. 

Hoobler  from  Ann  Arbor  recognizes  the  dif- 
ferent groups  where  treatment  is  not  necessary 
but  follow-up  studies  are  indicated  as  follows: 

GROUP  I. 

These  patients  should  exhibit  no  evidence 
of  left  ventricular  hypertrophy  or  cardiac 
insufficiency  and  no  major  renal  function 
impairments.  In  this  category  Hoobler  puts 
labile  patients  with  neurocirculatory  mani- 
festations, and  elderly  patients  with  a systol- 
ic blood  pressure  of  200  and  a diastolic 
pressure  not  exceeding  100. 

GROUP  II. 

Where,  according  to  Hoobler,  mild  hyper- 
tensive therapy  is  indicated,  this  group 
mainly  consists  of  younger  persons  of  both 
sexes  with  an  average  blood  pressure  of 
160/100,  and  of  middle  aged  men  with  a 
blood  pressure  of  160  to  180  over  100  to  110 
because  of  the  increased  coronary  risk  in 
the  male  sex  with  moderately  elevated  blood 
pressure. 

Patients  whose  usual  blood  pressure  exceeds 
220/120  should  be  candidates  for  vigorous 
therapy  if  milder  regimens  do  not  lower  the 
blood  pressure  and  especially  if  vascular  com- 
plications have  appeared. 

In  these  persons  the  risk  of  a serious  accident 
or  death  from  the  disease  takes  precedence  over 
the  inconvenience  expected  from  the  use  of  more 
potent  drugs.  They  need  hospitalization  until  the 
blood  pressure  reaches  about  160/100  at  least  in 
the  upright  position. 

Therapeutic  Agents 

Effective  suppressive  treatment  must  be  main- 
tained preferably  with  Rauwolfia,  alkaloids  and 
oral  diuretic  agents.  The  drug  of  choice  pres- 
ently is  chlorothiazide  500  mg.  or  hydrochloro- 
thiazide 50  mg.  b.i.d.  Serum  potassium  levels 
should  be  obtained  after  prolonged  treatment. 

Also  watch  for  rhythm  disturbances,  particu- 
larly in  association  with  digitalis  administration, 
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in  patients  with  serious  hypertensive  heart  dis- 
ease. 

Hyperuricemia  was  observed  in  a few  cases 
with  precipitation  of  gout.  Rut  in  general  it  can 
be  said  that  our  experience  in  administration 
of  saluretic  drugs  either  alone  or  in  combination 
with  other  hypertensive  agents  was  very  satis- 
factory. The  hypotensive  action  is  maintained 
for  a long  time  without  important  changes  in 
electrolyte  equilibrium. 

If  there  is  no  response  after  one  or  two  months 
of  treatment,  reserpine  should  be  added  to  the 
chlorothiazide  regimen  in  a dosage  of  .75  to  1 
mg.  daily  for  another  6 weeks.  Later  a main- 
tenance dose  of  .25  mg.  or  less  may  be  beneficial. 

The  advantage  of  reserpine  is  that  you  rarely 
get  excess  hypotension  but  you  have  to  watch 
for  marked  mental  depression,  agitation  or  con- 
fusion. Reserpine  is  very  effective  in  treatment 
of  hypertensive  crises. 

Ganglionic  Blockers 

Ganglionic  blockers  control  blood  pressure 
rapidly  and  effectively  but  need  close  super- 
vision. Especially  watch  for  bowel  and  bladder 
paralysis  and  never  give  them  when  anuria  is 
present. 

Hydralazine  stimulates  the  cardiac  output  and 
can  be  usefully  administered  in  anuria,  toxemia 
and  juvenile  hypertension  but  often  causes  head- 
aches and  nausea.  Hydralazine  also  should  be 
used  during  background  therapy  with  thiazide 
derivatives. 

The  drug  is  a cardiac  stimulant  and  exhibits 
antihistaminase  actions.  It  is  therefore  contrain- 
dicated in  heart  failure,  angina  pectoris  and 
peptic  ulceration,  and  is  wise  to  give  it  always 
with  antihistamines.  Caution  in  presence  of  renal 
insufficiency  is  also  warranted.  The  drug  is  par- 
ticularly effective  in  lowering  the  diastolic  pres- 
sure. 

Dosage  is  very  variable.  Ten  to  25  mg.  4 times 
a day  to  start  with  can  be  gradually  increased 
up  to  400  mg.  When  given  in  higher  doses, 
reactions  resembling  lupus  erythematosus  have 
been  reported. 

With  the  new  sympatholytic  agents  bretylium 
tosylate  and  guanethidine  I have  no  personal 
experience.  They  seem  to  be  very  powerful 
agents  with  strong  postural  pressure  reduction 
and  the  reports  as  to  toxicity  vary.  Bretylium 
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has  already  been  given  up  by  some  investigators. 
But  guanethidine,  according  to  reports  from 
England  and  Germany  and  in  this  country 
(Ismelin),  seems  to  have  a therapeutic-toxic 
ratio  more  favorable  than  any  of  the  other  potent 
antihypertensive  drugs. 

Mebutamate  (Capla),  according  to  studies 
done  in  this  country  seems  to  act  favorably  in 
combination  with  hydrochlorothiazide. 

Spironolactone  which  blocks  the  sodium  re- 
taining effect  of  aldosterone,  is  also  a newer 
drug  I should  mention  without  the  benefit  of 
personal  experience.  It  is  a very  expensive  drug 
and  no  extensive  studies  of  it  have  been  com- 
pleted. It  apparently  does  not  cause  orthostatic 
hypotension  and  seems  to  be  useful  in  part  with 
edema  aggravated  by  excessive  aldosterone  sec- 
retion. More  severe  side  reactions  so  far  have 
not  been  reported. 

If  medical  treatment  is  unsuccessful  or  patients 
become  drug  refractory,  sympathectomy,  par- 
ticularly of  the  supradiaphragmatic  variety 
should  be  recommended.  The  removal  of  the 
sympathetic  inervation  of  the  splanchnic  area  in 
combination  with  maintenance  of  thiazide 
therapy  seems  to  be  very  beneficial. 

It  seems  as  if  the  advent  of  thiazide  deriva- 
tives will  be  of  increasing  significance  for  the 


almost  forgotten  sympathectomy.  Surgical  treat- 
ment is  successful  ( as  to  blood  pressure  re- 
sponses and  life  expectancy)  only  in  cases  where 
renal  biopsy  shows  that  the  organic  renal  lesions 
are  slight,  when  there  is  no  marked  arteriolo- 
sclerosis.  The  surgical  success  depends  on  well 
compensated  kidneys.  Renal  insufficiency  con- 
stitutes a contraindication  to  sympathectomy. 

Other  contraindications  are  advanced  cerebral 
arteriosclerosis,  severe  coronary  arteriosclerosis, 
coronary  infarction  but  not  cardiac  insufficiency. 
Some  authors,  like  Milliez  in  Paris,  consider  only 
renal  insufficiency  as  a contraindication  and 
suggest  operation  on  all  patients  provided  they 
are  under  50  years  of  age  and  have  not  been 
suffering  from  marked  peripheral  vascular 
sclerosis. 

In  Conclusion 

In  conclusion,  we  come  back  again  to  the 
importance  of  the  kidneys.  And  it  is  to  be  hoped 
that  the  combination  of  pyelography,  aortogra- 
phy, kidney  function  assays,  employing  both 
ureteral  catheterization  flow  studies  and  meas- 
urement of  pick  up  of  radioactive  agents,  will 
give  us  a clearer  picture  concerning  the  role  of 
renal  ischemia  and  its  potential  pathologic 
changes  upon  the  capillary  bed. 


New  Drugs  in  the  Cold  War 

“We  are  now  engaged  in  what  is  probably  the  greatest  struggle  between  na- 
tions in  all  history.  We  call  it  the  Cold  War. 

“It  is  a war  that  requires  our  efforts  in  many  fields.  In  some,  we  have  been 
most  successful.  One  of  these  is  in  the  improved  treatment  of  diseases.  New 
drugs  are  an  important  factor  in  our  success  in  this  area. 

“Our  excellence  in  the  treatment  of  disease  may  very  well  be  decisive  to  the 
ultimate  outcome.  Surely  our  efforts  should  be  directed  to  maintaining  and 
increasing  our  leadership. 

“This  is  no  time  for  legislative  changes  that  even  create  a possibility  of  re- 
tarding our  continued  progress.  S 1552  (Kefauver  bill)  not  only  entails  such  a 
possibility  but,  in  my  judgment,  would  almost  certainly  do  precisely  this.” 

Lowell  T.  Coggeshall,  M.D. 

Vice  President 
University  of  Chicago,  to 
Senate  Subcommittee  on 
Antitrust  and  Monopoly 


238 


Arizona  Medicine 


Original  Articles 


Dr.  Joseph 


Combined  Antidepressant 
Tranquilizer  Therapy 
in  Somatic  and 
Psychosomatic  Illnesses 

Samuel  R.  Joseph,  M.D. 


We  need  articles  like  this.  It  reports  actual  experience  with  everyday 
problems.  It  is  unsubsidized,  unbiased  and  not  belabored  by  ritualistic 
concentration  on  methodology. 


THE  satisfactory  responses  obtained  with  anti- 
depressants in  patients  who  had  not  respond- 
ed satisfactorily  to  tranquilizers  has  made  it  ap- 
parent that  a masked  depression  often  lurks  be- 
neath complaints  of  anxiety,  tension,  palpita- 
tions, and  similarly  well-known  psychosomatic 
complaints. 

On  the  other  hand,  chronic,  unchecked  anxiety 
and  tension  often  result  in  apathy,  listlessness, 
insomnia,  anorexia,  and  other  typical  symptoms 
of  depression.  And  often  it  is  hard  to  tell  where 
anxiety  leaves  off  and  depression  begins.  In  fact, 
anxiety  and  depression  are  often  present  togeth- 
er, though  usually  one  predominates. 

Since  the  use  of  tranquilizers  alone  in  such 
patients  may  deepen  the  depression,  while  anti- 
depressants alone  may  aggravate  anxiety  or  agi- 
tation, I decided  to  try  a tranquilizer  and  anti- 
depressant together.  The  tranquilizer  #trifluoper- 
azine,  seemed  suitable  because  it  does  not  appear 
to  deepen  depression.  The  antidepressant, 
**  tranylcypromine,  is  a non-hydrazine  deriva- 
tive that  is  new  and  reportedly  rapid-acting. 

In  September,  1960,  I began  using  the  drugs 
together,  usually  in  doses  of  10  mg.  tranylcypro- 
mine, and  1 or  2 mg.  trifluoperazine. 

2021  North  Central  Avenue,  Phoenix,  Arizona. 

° Stelazine  ® 1 mg.,  Smith,  Kline  & French. 

00  Parnate  ® 10  mg.,  Sfith,  Kline  & French. 


During  a period  of  one  year  62  ambulatory 
patients  were  treated.  These  14  men  and  48 
women  were  from  22  to  81  years  old,  and  their 
symptoms  of  emotional  distress  had  been  pres- 
ent for  from  three  months  to  one  year.  In  15  pa- 
tients, the  symptoms  were  associated  with  or- 
ganic disease,  including  arthritis,  asthma,  arteri- 
osclerosis, diabetes,  carcinoma,  and  allergic 
rhinitis. 

Often,  the  emotional  suffering  was  more  pro- 
found than  the  physical  suffering  caused  by  the 
organic  disease.  Many  said  they  had  become  ac- 
customed to  the  pain  or  other  symptoms  of  or- 
ganic disease,  but  that  they  could  not  stand  their 
feelings  of  frustration  or  constant  “edginess.”  In 
the  other  47  patients  no  organic  disease  was 
found,  but  nine  of  the  women  were  going 
through  the  menopause. 

Very  seldom  did  these  patients  simply  com- 
plain that  they  were  sad  or  depressed.  Almost 
invariably,  they  had  a sore  back,  or  their  heart 
was  beating  too  fast,  or  they  were  constipated, 
or  had  terrible  headaches  or  some  other  somatic 
problem. 

In  some  patients,  of  course,  some  of  these 
symptoms  were  caused  by  organic  disease.  In- 
deed, the  need  for  treatment  to  relieve  emotional 
suffering  sometimes  became  apparent  only  when 
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control  of  the  organic  disorder  did  not  seem  to 
help  the  emotional  reaction.  In  others,  they  were 
simply  real  disorders  the  patient  was  more  will- 
ing to  accept  than  the  equally  real,  but  less  ac- 
ceptable (to  the  patient)  psychic  disorders. 

Gradually  they  brought  these  problems  out 
into  the  open.  They  were  unable  to  concentrate, 
were  irritable,  and  worried  all  the  time.  Some 
said  they  could  get  nothing  done  any  more. 
Others  said  that  they  felt  driven  and  were  try- 
ing to  do  too  much.  Several  were  concerned 
about  becoming  impotent  or  frigid.  Others  said 
they  were  easily  irritated  by  their  children,  and 
at  the  same  time  were  afraid  to  spank  them  be- 
cause they  might  lose  control  of  themselves  and 
not  know  when  to  stop. 

Some  were  becoming  increasingly  hopeless, 
developing  a “what’s  the  use?”  attitude.  In 
others,  mounting  anxiety  threatened  to  reach 
panic  proportions.  Their  changing  or  deteriora- 
ting attitude  of  course  made  treatment,  medical 
as  well  as  psychic,  more  difficult. 

In  all  but  nine  patients,  treatment  was  begun 
with  10  mg.  tranylcypromine  and  1 or  2 mg.  tri- 
fluoperazine twice  a day.  Five  patients  received 
only  one  dose  a day  initially,  and  four  received 
doses  of  20  mg.  tranylcypromine  and  2 mg.  tri- 
fluoperazine twice  a day.  They  were  seen  week- 
ly during  the  first  month  of  therapy,  and  doses 
were  adjusted  according  to  their  responses.  They 
were  reduced  in  ten  patients  and  increased  in 
four,  with  no  patient  receiving  more  than  40  mg. 
tranylcypromine  and  4 mg.  trifluoperazine  a day. 

Treatment  was  continued  for  from  three  weeks 
to  eight  months.  No  other  psychopharmaceuticals 
were  used  during  the  evaluation,  but  appropriate 
therapy  for  organic  disease,  e.g.,  insulin  in  the 
diabetic  patients,  was  continued. 

Results 

During  each  visit,  I questioned  the  patient  to 
learn  of  changes  in  mental  and  emotional  status 
and  noted  whether  any  changes  in  appearance, 
speech,  gestures,  etc.,  had  occurred.  If  decided 
improvement  was  noticeable  within  one  week 
and  was  followed  by  complete  control  of  symp- 
toms of  emotional  distress,  the  response  was  con- 
sidered excellent.  If  decided  improvement  with- 
in one  week  led  to  nearly  complete  control  of 
symptoms,  the  response  was  considered  good.  If 
final  improvement  was  less  marked,  or  if  initial 
response  did  not  occur  as  rapidly,  the  response 


was  considered  fair.  All  other  responses  were 
considered  poor. 

By  these  criteria,  the  response  was  as  follows: 

RESPONSE  TO  TREATMENT 
WITH 

TRANYLCYPROMINE  AND  TRIFLUOPERAZINE 
IN  62  PATIENTS 


Response  No.  Percent 

Excellent  17  27% 

Good  24  39% 

Fair  8 13% 

Poor  13  21% 


The  poor  results  in  the  13  patients  were  either 

because  of  no  improvement  or  because  side  effects 

occurred  and  treatment  was  discontinued. 

No  serious  or  toxic  side  effects  were  reported, 
although  some  patients  complained  that  they 
became  drowsy  (7),  couldn’t  sleep  (5),  had  a 
dry  mouth  (2),  became  more  excited  (2),  be- 
came light-headed  (1),  had  blurred  vision  (1), 
or  had  an  eye  twitch  ( 1 ) . All  of  these  side  effects 
disappeared  when  dosage  was  reduced  (11)  or 
discontinued  (8). 

Patients  who  failed  to  respond  satisfactorily 
to  treatment  with  these  drugs  have  since  been 
referred  to  a psychiatrist  (5  patients),  been  giv- 
en other  medication  (5  patients),  or  have  failed 
to  return  for  further  treatment  ( 3 patients ) . 

In  general,  the  drugs  relieved  symptoms  of 
mental  and  emotional  distress  and  proved  a use- 
ful adjunct  in  patients  with  chronic  organic  dis- 
eases. In  fact,  some  of  the  most  desirable  and 
clear-cut  changes  occurred  in  these  patients.  For 
example,  diabetic  and  arthritic  patients  who  had 
begun  to  complain  about  the  regimen  prescribed 
seemed  more  willing  to  make  the  best  of  it  and 
came  to  realize  that  their  problems  were  much 
less  limiting  or  severe  than  they  had  thought. 

With  reassurance,  they  were  pleasantly  sur- 
prised to  find  that  they  could  still  perform  ac- 
tivities they  had  been  denying  themselves  simply 
because  they  were  afraid  they  were  not  up  to  it. 
In  short,  they  regained  their  perspective  and 
were  again  able  to  use  the  common  sense  that 
had  been  dulled  by  depression  and  anxiety. 

For  the  patients  without  organic  disease,  the 
cause  of  the  emotional  reaction  was  not  so  ap- 
parent or  clear-cut. 

As  fatigue  and  lethargy  disappeared  and  their 
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powers  of  concentration  were  restored,  they 
were  able  to  discuss  themselves,  their  environ- 
ment, and  their  personal  relationships  more  com- 
fortably and  more  objectively.  Subjective  bias 
and  prejudice  were  reduced  ( not  eliminated) 
and  the  patients  were  better  able  to  understand 
and  accept  that  their  problems  were  primarily 
mental  and  emotional.  Also  they  realized  that 
they  bore  at  least  some  personal  responsibility 
for  these  problems  and  would  have  to  make 
changes  in  their  behavior. 

Identifying  the  problem,  of  course,  was  the  es- 
sential first  step.  With  counsel  and  guidance, 
most  of  the  patients  have  since  made  progress 
to  varying  degrees  in  working  out  satisfactory 
solutions  or  learning  to  live  with  their  problems. 

For  some,  this  has  meant  taking  a more  active 
role  in  their  family  relationships  and  expressing 
their  feelings  and  dislikes  more  openly.  In  other 
patients,  of  course,  improvement  meant  not 
more  but  less  complaining,  and  making  allow- 
ances for  human  imperfections  in  a spouse. 

For  still  others,  it  meant  setting  more  realistic 
goals  for  themselves.  In  this  category  were 
housewives  who  could  not  say  “no”  to  excessive 
demands  for  their  energy  and  time  without  feel- 
ing guilty  about  it,  and  who  then  became  de- 
pressed and  anxious  because  they  could  not  real- 
ly perform  any  of  their  many  tasks  satisfactorily. 

Also  in  this  category  were  men  who  could  not 
accept  that  they  were  not,  after  all,  going  to  con- 
tinue to  advance  in  their  careers  as  rapidly  as 
they  had  during  their  early  years.  These  men 
could  not  understand  why  they  were  unable  to 
concentrate  as  well  as  they  used  to  and  why 
they  were  tired,  depressed,  irritable,  and  tense 
all  the  time.  In  22  of  these  patients,  treatment 
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with  tranylcypromine  and  trifluoperazine  has 
been  discontinued  and  improvement  has  been 
maintained. 

Some  (six)  patients  relapsed  when  the  drugs 
were  discontinued,  however,  and  continued 
treatment  to  maintain  symptomatic  relief,  usual- 
ly 10  mg.  tranylcypromine  and  1 or  2 trifluoper- 
azine a day,  is  still  necessary  at  this  writing. 

Summary 

A new  antidepressant  (tranylcypromine)  and 
a tranquilizer  (trifluoperazine)  were  used  to- 
gether in  treating  62  emotionally  distressed  pa- 
tients who  had  elements  of  both  depression  and 
anxiety  among  their  presenting  complaints. 
About  one-fourth  of  them  had  organic  diseases, 
including  arthritis,  diabetes  and  cancer;  the 
others  showed  no  evidence  of  organic  disease. 

Response  to  these  drugs  was  judged  to  be  ex- 
cellent in  17  (27%)  of  the  patients,  good  in  24 
(39%),  fair  in  8 (13%),  and  poor  in  13  (21%). 

Treatment  with  them  proved  very  useful  as 
adjunctive  therapy  in  patients  with  chronic  or- 
ganic illness.  These  patients  were  better  able  to 
accept  the  dull  routines  imposed  by  their  ill- 
nesses, became  cooperative  again  and  showed 
less  despair.  Improved  mood  and  more  realistic 
outlook  was  noticeable  in  them  and  in  patients 
free  of  organic  disease.  Patients  given  the  drugs 
were,  with  counseling,  able  to  put  their  prob- 
lems in  better  perspective  and,  if  needed,  work 
out  satisfactory  solutions  to  them. 

Nineteen  patients  reported  side  effects,  usual- 
ly drowsiness,  insomnia,  or  dry  mouth.  All  side 
effects  disappeared  when  dosage  was  reduced 
(11  patients)  or  discontinued  (8  patients). 


From  Test  Tube  to  Bedside 

“Each  year  the  pharmaceutical  industry  in  this  country  makes,  discovers  or 
synthesizes  more  than  100,000  chemical  compounds  or  substances.  Of  these, 
perhaps  from  2500  to  2800  reach  the  stage  of  investigation  to  determine  their 
usefulness  in  humans.  And  of  this  latter  number,  perhaps  30  to  40  may  even- 
tually appear  on  the  market. 

“To  undertake  this  huge  job  of  searching  and  testing,  there  are  more  than 
16,000  scientific  personnel  employed  by  the  pharmaceutical  industry.  And  an 
average  of  about  5 to  6 years  intervene  from  the  time  an  idea  is  discovered 
in  a test  tube  and  when  it  finally  emerges  for  general  use  in  sick  people.” 

Austin  Smith,  M.D. 
in  Military  Medicine 
March,  1962 
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Popliteal  Aneurysms 


Lee  B.  Brown,  M.D. 
Arthur  R.  Nelson,  M.D. 


This  is  an  excellent  article  on  the  current  techniques  in  the  surgical 
||  management  of  popliteal  aneurysms.  This  lesion  is  not  a common  one,  but 
||  when  present  will  almost  always  cause  serious  trouble  resulting  with  dis- 
||  turbing  frequency  in  loss  of  a lower  extremity.  However,  prompt  surgical 
If  intervention  with  use  of  our  modern  vascular  techniques  can  give  excellent 
||  functional  results. 


OF  THE  aneurysms  that  occur  in  the  extremi- 
ties, popliteal  aneurysms  are  the  most  com- 
mon. But  still  they  are  really  not  commonplace 
problems.  The  average  practitioner  in  medicine 
will  not  see  more  than  a very  few  in  his  entire 
professional  life. 

If  poplieteal  aneurysms  are  not  very  common, 
they  are  most  certainly  serious.  The  majority  of 
popliteal  aneurysms  eventually  cause  trouble, 
and  the  loss  of  limb  is  very  considerable  when 
complications  develop.  Elective  excision  with  the 
insertion  of  an  arterial  prosthesis  is  a very  satis- 
factory procedure  with  good  results.  Even  in  the 
face  of  serious  complications,  fair  results  can  be 
expected  if  surgical  intervention  is  prompt. 

HISTORICAL  NOTES 

Matas11,  Linton9,  and  Austin  and  Thompson1 
have  recorded  the  important  historical  facts.  The 
history  of  popliteal  aneurysms  is  in  a large  way 
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the  history  of  vascular  surgery,  a popular  and 
exciting  subject. 

Antyllus,  in  the  fourth  or  fifth  century,  ad- 
vised proximal  and  distal  ligation.  In  the  same 
century,  Philagrius  of  Macedon  performed  liga- 
tion but  also  excised  the  sac.  Aetius  two  centuries 
later  performed  proximal  ligation  and  intrasacu- 
lar  occlusion  of  the  distal  artery,  which  suggests 
the  endo-aneurysmorrhaphy  of  Matas  many  cen- 
turies later. 

These  same  procedures  were  later  revived  by 
others.  Anel  in  the  sixteenth  century  advised 
proximal  ligation  close  to  the  sac,  sometimes  re- 
ferred to  as  the  Anel  method.  Guillemeau  in  the 
same  century  went  a little  further  than  Anel.  He 
performed  proximal  ligation,  opened  the  sac, 
presumably  controlled  bleeding  distally  from 
within  the  sac,  packed  the  aneurysmal  sac  with 
lint,  and  allowed  the  wound  to  suppurate. 

Purman  in  the  seventeenth  century  advised 
the  method  of  Philagrius,  that  is  ligation  and 
excision  of  the  sac.  Hunter  in  the  eighteenth 
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FIG.  1.  True  aneu- 
rysms involve  the 
entire  thickness  of 
the  arterial  wall. 
False  aneurysms 
are  formed  as  a re- 
sult of  a rent  in  the 
arterial  wall,  spon- 
taneous or  trau- 
matic. The  wall  of 
a false  aneurysm 
consists  of  fibrous 
tissue  derived  from 
the  surrounding  tis- 
sues which  confine 
it.  The  inner  layer 
may  consist  of  hy- 
alinized  connective 
tissue;  and  this 
may  be  covered 
with  endothelium. 


TRUE  ANEURYSM 


FALSE  ANEURYSM 


COMPLETE 


ELASTIC  LAMINA 


REDRAWN  FROM 
ALLEN  ET  AL. 


century  did  a proximal  ligation  in  Hunter’s  canal 
which  distinguished  it  from  Anel’s  technic.  One 
still  reads  of  the  Hunterian  method  of  treating 
aneurysms. 

Matas12,  sometimes  called  the  father  of  modern 
vascrdar  surgery,  described  his  extensive  experi- 
ence with  aneurysms  in  general  and  his  legen- 
dary endo-aneurysmorrhapy  technics  in  the  early 
1900’s.  In  1920,  he  reported  on  154  popliteal 
aneurysms  treated  by  obliterative,  restorative, 
and  reconstructive  endo-aneurysmorrhapy. 

Good  results  were  obtained  in  93.6  per  cent 
of  cases,  gangrene  occurred  in  5.2  per  cent  of 
cases,  and  there  was  only  one  (0.6%)  death!  A 
present  day  vascular  surgeon  would  gladly  take 
these  excellent  results  for  his  own. 

In  1931  Mulvihill  and  Harvey13  presented  ex- 
perimental evidence  of  the  effectiveness  of 
sympathectomy  in  preventing  the  temperature 
drop  which  occurred  in  the  limb  of  a dog  after 
ligation  of  the  common  iliac  artery,  and  it  also 
relieved  the  coolness  which  resulted  from  liga- 


tion if  sympathectomy  was  performed  later  and 
separately. 

Bird2  reported  the  use  of  sympathectomy  along 
with  endo-aneurysmorrhaphy  in  the  treatment 
of  popliteal  aneurysms  in  1934. 

Linton9  reported  a series  of  14  cases  treated  by 
sympathectomy  and  partial  or  total  aneurysmec- 
tomy in  1949  with  good  results. 

Carrel4  at  the  turn  of  the  century  performed 
monumental  experimental  studies  which  laid  the 
way  for  direct  vascular  technics  to  say  nothing 
of  his  amazing  studies  on  the  transplantation  of 
organs.  Although  we  think  of  vein  and  artery 
grafts  as  recent  innovations  in  surgery,  they 
were  both  used  clinically  at  the  turn  of  the  cen- 
tury, though  not  with  great  success. 

Delbet1’11  in  1907  used  an  arterial  homograft 
to  restore  continuity  after  excising  a popliteal 
aneurysm,  but  it  was  not  successful.  Pringle15  in 
1913  used  a saphenous  autograft  to  restore  con- 
tinuity successfully.  Blakemore3  reported  the  use 
of  a vein  autograft  in  the  treatment  of  popliteal 
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aneurysm  in  1947.  The  studies  of  Gross  and  as- 
sociates7 on  the  preservation  and  use  of  arterial 
homografts  set  the  stage  for  the  development  of 
many  present  day  vascular  procedures. 

Finally  the  use  of  synthetic  prostheses  in  peri- 
pheral vascular  surgery  was  tremendously  stimu- 
lated by  the  crimped,  highly  flexible,  and  dur- 
able prosthesis  described  by  Edwards  and  Tapp5 
and  modified  by  others. 

INCIDENCE  AND  PATHOLOGY 

The  true  incidence  of  popliteal  aneurysms  is 
not  really  known.  The  area  is  rarely  inspected 
at  autopsy. 

Matas12  in  1920  reported  on  289  aneurysms, 
154  of  which  were  popliteal.  Reed16  in  1926  re- 
ported on  all  the  aneurysms  which  had  been  seen 
at  Johns  Hopkins  Hospital,  and  there  were  16 
popliteal  aneurysms.  Gifford  and  others6  re- 
ported on  69  patients  with  popliteal  aneurysms 
seen  at  the  Mayo  Clinic  from  1913  to  1951,  a 
thirty-eight  year  period. 

The  vast  majority  of  popliteal  aneurysms  are 
arteriosclerotic.  They  tend  to  be  elongated,  saus- 
age-like, fusiform  aneurysms  which  commence 
just  distal  to  the  termination  of  Hunter’s  canal, 
and  extend  almost  to  the  bifurcation  of  the 
popliteal  artery  into  the  anterior  and  posterior 
tibial  vessels.  In  earlier  times,  syphilis  was  prob- 
ably a much  more  important  cause. 

Trauma  rarely  produces  a true  aneurysm.  The 
distinction  between  a true  and  false  aneurysm 
is  shown  in  Figure  1.  (preceding  page) 

CLINICAL  CHARACTERISTICS 
AND  BEHAVIOR 

Popliteal  aneurysms  occur  in  the  male  in  up- 
wards of  sixty  per  cent  of  the  cases  and  the 
average  age  is  in  the  sixties.  They  are  associated 
with  aneurysms  elsewhere  in  a considerable 
number  of  cases,  particularly  with  contralateral 
popliteal  aneurysms. 

Of  69  patients  seen  at  the  Mayo  Clinic,  40 
had  bilateral  popliteal  aneurysms  and  17  of  the 
69  had  aneurysms  involving  other  arteries,  par- 
ticularly the  femoral  vessels  and  the  abdominal 
aorta.  The  right  and  left  popliteal  arteries  are 
about  equally  affected. 

In  this  same  series  of  patients,  there  were  100 
aneurysms  occurring  in  69  patients.  The 


aneurysms  were  causing  symptoms  in  65  in- 
stances, and  in  35  instances  there  were  no  symp- 
toms6. 

There  are  five  major  complications  associated 
with  popliteal  aneurysms  other  than  local  dis- 
comfort: (1)  Neurologic  symptoms  caused  by 
pressure  on  the  tibial  nerve  chiefly  but  also  the 
peroneal;  (2)  pressure  on  the  popliteal  vein  re- 
sulting in  edema  with  or  without  evidence  of 
phlebitis;  (3)  embolization  of  the  distal  arterial 
tree  from  mural  thrombus  resulting  in  varying 
degrees  of  ischemia  or  gangrene;  (4)  complete 
thrombosis  of  the  aneurysm,  again  with  varying 
degrees  of  ischemia  or  gangrene;  and  (5)  rup- 
ture of  the  aneurysm. 

Most  of  these  complications  are  shown  in 
Figure  2.  (opposite  page) 

Gifford  and  associates6  found  62  of  100 
aneurysms  to  have  resulted  in  complications. 
Thrombosis  occurred  in  20,  embolization  in  14, 
thrombosis  and/or  embolism  in  11,  gangerene  in 
24,  vein  complications  in  24,  rupture  in  16,  and 
neurologic  symptoms  in  12. 

The  seriousness  of  popliteal  aneurysms  can 
further  be  emphasized  by  considering  the  fre- 
quency of  amputation. 

Of  100  aneurysms  observed,  49  were  compli- 
cated when  first  seen.  But  over  the  course  of 
an  average  of  fifty  months,  62  were  complicated. 

Of  73  aneurysms  treated  without  operation 
(70  followed  an  average  of  44  months),  33  de- 
veloped complications,  and  16  (21.9%)  required 
amputation.  Nothing  is  said  about  the  disability 
resulting  from  the  complications6. 

DIAGNOSTIC  CONSIDERATIONS 

In  a few  words,  the  diagnosis  of  popliteal 
aneurysms  is  usually  simple:  Palpation  is  often 
sufficient. 

Careful  attention  should  be  given  to  the  pres- 
ence or  absence  of  distal  pulses,  the  state  of 
the  circulation  in  the  foot,  and  signs  suggesting 
venous  stasis  or  neurologic  involvement.  A solid 
non-pulsatile  mass  in  the  popliteal  fossa  does  not 
necessarily  mean  the  mass  is  other  than  an 
aneurysm.  It  may  be  a totally  thrombosed 
aneurysm. 

Baker’s  cyst  is  the  most  common  differential 
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FIG.  2.  Four  of  the  five  major  compli- 
cations of  popliteal  aneurysms  are 
shown.  The  fifth,  not  shown,  is  nerve 
involvement.  Reproduced  from  Old.14 
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diagnostic  problem.  Benign  and  malignant 
tumors  arising  from  nerve  and  the  musculoskele- 
tal parts  should  also  be  considered. 

Rarely  are  conventional  X-ray  or  arteriography 
required.  When  the  diagnosis  is  in  question,  one 
or  both  may  be  necessary.  Exploration  may  rare- 
ly be  necessary  before  the  diagnosis  is  fully 
established. 

SURGICAL  CONSIDERATIONS 

Figure  3 shows  the  anatomy  of  the  popliteal 
fossa,  and  Figure  4 shows  a popliteal  aneurysm. 
( opposite  page) 

The  relationship  of  the  tibial  and  the  peroneal 
nerves  and  the  popliteal  veins  to  the  arteries 
should  be  noted.  It  is  clear  that  both  nerve  and 
vein  may  be  firmly  bound  in  the  wall  of  the 
aneurysm.  And  leaving  a part  of  the  wall  of 
the  aneurysm  may  be  necessary  to  avoid  injury 
to  these  structures. 

Angulation  and  partial  or  total  occlusion  of 
the  anterior  tibial  artery  by  torsion  from  an 
enlarging  aneurysm  is  illustrated  in  Figure  5. 
(following  page) 

The  selection  of  the  proper  procedure  is 
usually  not  difficult,  and  the  judgment  rests  on 
whether  the  anterior  and  posterior  arteries  are 
patent. 

If  they  are  patent,  then  resection  of  the 
aneurysm,  insertion  of  a crimped  prosthesis,  and 
restoration  of  pulsatile  flow  is  clearly  the  indi- 
cated objective. 

If  the  distal  vessels  are  not  patent,  as  may  be 
the  case  with  total  thrombosis  of  the  aneurysm 
or  extensive  embolization  of  the  distal  bed,  or 
if  the  distal  bed  cannot  be  opened  by  trying  to 
extract  the  thrombus  with  varying  technics,  then 
obliterative  endo-aneurysmorrhapy  or  partial 
aneurysmectomy  are  the  procedures  of  choice. 

Serious  consideration  should  be  given  to 
obliterative  endo-aneurysmorrhaphy  in  this  situ- 
ation because  this  will  more  surely  avoid  injury 
to  important  collaterals,  particularly  the  superior 
geniculate  vessels.  This  conservatism  in  surgical 
management  may  well  be  the  factor  which  spares 
a severely  ischemic  leg. 

The  various  types  of  endo-aneurysmorrhaphy 
and  the  several  types  of  arterial  replacements  are 
are  shown  in  Figures  6 and  7 respectively.  ( fol- 
lowing page ) . 

The  need  for  sympathectomy  is  somewhat 


debatable.  Most  vascular  surgeons  would  surely 
agree  that  if  pulsatile  flow  cannot  be  restored, 
sympathectomy  should  be  done.  Many  feel  that 
sympathectomy  should  be  done  more  or  less 
routinely  to  prevent  spasm  as  a result  of  surgical 
manipulation,  and  should  the  graft  become  oc- 
cluded because  of  marginal  outflow,  then  the 
collateral  bed  would  have  been  improved.  We 
are  inclined  to  the  latter  view  as  a general 
proposition. 

We  favor  the  use  of  anticoagulants  when  a 
prosthesis  has  been  used.  We  believe  this  will 
do  everything  possible  to  insure  a good  result 
by  preventing  thrombosis  of  the  graft.  The 
caliber  of  the  graft  may  not  be  large;  the  flow 
through  the  distal  bed  may  not  be  very  great; 
and  finally  the  graft  is  subject  to  repeated  angu- 
lation and  extension  with  walking  and  position 
changes.  All  of  these  factors  favor  thrombosis  and 
can  be  minimized  by  anticoagulants  which  we 
administer  for  prolonged  periods. 

The  care  given  to  any  patient  with  peripheral 
vascular  disease  should  not  be  neglected  here. 
Careful  attention  to  the  feet,  weight  control,  and 
the  avoidance  of  smoking  should  be  emphasized. 

RESULTS  OF 
SURGICAL  TREATMENT 

The  results  of  the  surgical  treatment  of  popli- 
teal aneurysms  vary  widely.  It  is  necessary  to 
know  the  conditions  under  which  surgery  was 
performed  as  well  as  the  character  of  the  sur- 
gery. No  large  series  of  patients  who  have  had 
elective  resection  of  the  aneurysm  and  the  in- 
sertion of  a prosthesis  or  homograft  in  the  pres- 
ence of  an  open  distal  atrerial  tree  are  available. 

A few  reports  are  available  which  generally 
indicate  very  good  results. 1,8,14,17  The  results  of 
Matas12  utilizing  aneurysmorrhaphy  have  already 
been  referred  to.  Linton9,  Lord10,  Gifford  et  aF, 
utilized  endo-aneurysmorrhaphy  or  partial  an- 
eurysmectomy either  with  or  without  sympathec- 
tomy with  generally  satisfactory  results. 

CASE  REPORTS 

Case  1,  A.M.,  age  63,  white  male,  railroad  yard 
worker.  He  was  previously  in  excellent  health  and 
very  active.  Six  hours  prior  to  operation,  he  de- 
veloped sudden  exquisite  pain  in  his  right  leg  and 
foot  followed  by  numbness  and  inability  to  move  his 
right  leg.  He  recalled  in  retrospect  episodes  of  dull 
discomfort  in  the  back  of  his  right  knee  for  which 
he  had  used  heat  and  liniments.  He  had  had  no 
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FIG.  3.  The  anatomy  of  the  popliteal  fossa:  superficial  (left)  and  deep 
(right)  is  shown.  Redrawn  from  standard  anatomy  texts.1' 
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FIG.  4.  At  left  is  an  artist's  conception  of  a partially  dissected  popliteal 
aneurysm.14  Observe  the  relationship  of  the  popliteal  vein  and  the 
tibial  nerve.  Illustration  at  right,  redrawn  from  Lord,1  shows  the  loca- 
tion of  a popliteal  aneurysm  relating  it  to  the  arterial  branches  and 

collaterals  about  the  knee. 
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symptoms  suggestive  of  vascular  disease. 

On  examination  there  was  a firm  non-pulsatile 
mass  in  the  right  popliteal  fossa  which  was  quite 
tender.  No  pulses  were  palpable  distal  to  this  point. 
His  foot  was  pale,  cool,  and  sensation  was  markedly 
reduced.  He  could  still  move  his  toes.  There  was 
no  edema. 

Six  hours  after  the  onset  of  symptoms,  right 
lumbar  sympathectomy  followed  by  resection  of 
the  aneurysm  and  insertion  of  a crimped  nylon 
prosthesis  was  carried  out.  The  aneurysm  was  com- 
pletely thrombosed.  There  was  no  back  bleeding. 
With  repeated  suctioning  of  the  distal  bed  and  the 
instillation  of  thrombolytic  agents,  the  distal  arterial 
bed  was  only  partially  opened.  At  the  conclusion  of 
the  procedure,  the  leg  was  improved  but  the  con- 
dition of  the  foot  was  still  precarious.  Amputation 
was  required  two  days  later.  The  patient  otherwise 
made  a good  recovery. 

Comment:  The  great  seriousness  of  popliteal 
aneurysms  when  complications  develop  is  empha- 
sized. The  two  commonest  complications  are  here 
illustrated:  namely  thrombosis  and  distal  embolism. 
Elective  resection  of  the  aneurysm  prior  to  the 
onset  of  complication  would  have  undoubtedly 
given  a good  result. 

Case  2,  L.B.,  a 67  year  old  retired  fisherman.  He 
had  noted  some  claudication  in  his  calf  and  cool- 
ness over  his  foot  over  a six  month  period.  Three 
months  prior  to  his  admission  he  had  consulted  a 
physician  because  soreness  behind  his  right  knee, 
swelling  of  his  ankle,  and  tingling  and  numbness 
on  the  sole  of  his  foot.  He  was  treated  by  means 
of  elastic  support  and  nicotinic  acid.  Ten  days  prior 
to  operation,  he  had  the  onset  of  severe  pain 
in  his  right  leg  and  foot  with  coldness  of  the  foot, 
loss  of  sensation,  and  great  difficulty  moving  his 
foot.  He  was  treated  with  anticoagulants  and  the 
foot  survived  the  insult. 

Following  this  acute  episode,  examination  of  the 
foot  revealed  a non-pulsatile  mass  in  the  right 
popliteal  fossa,  the  right  foot  was  blanched  and 
cool,  there  was  cyanosis  of  the  tip  of  the  second 
and  fourth  toes,  there  was  moderate  edema  of  the 
foot,  and  no  pulses  were  palpable  distal  to  the 
popliteal  mass.  There  was  marked  diminution  of 
sensation  to  touch  and  pinprick. 

Ten  days  after  the  onset  of  the  acute  complica- 
tion, sympathectomy  was  performed  followed  by 
partial  aneurysmectomy.  The  distal  arterial  bed  was 
found  to  be  totally  occluded  and  efforts  to  open 
it  were  futile.  The  patient’s  immediate  recovery 


from  the  operation  was  satisfactory  and  there  was 
no  evidence  of  gangrene.  Five  months  after  the 
operative  procedure,  the  patient  had  improved  con- 
siderably but  he  still  had  claudication  of  his  calf, 
some  coolness  of  his  foot,  and  occasional  transient 
burning  of  the  sole  of  his  foot. 

Comment:  The  patient’s  physician  failed  to  recog- 
nize the  presence  of  a popliteal  aneurysm  and  the 
associated  signs  resulting  from  involvement  of  the 
popliteal  vein  and  the  tibial  nerve.  Elective  opera- 
tion at  the  onset  of  his  symptom  would  have  un- 
doubtedly given  a good  result.  The  disability  ex- 
perienced following  this  less  than  ideal  surgical 
procedure  should  be  noted. 

Case  3,  A.N.,  64  year  old  white  male,  previously 
in  good  health.  He  had  noted  mild  discomfort  be- 
hind his  left  knee  and  himself  observed  a pulsatile 
mass  one  year  previously.  He  had  no  symptoms  sug- 
gesting ischemia  but  had  experienced  transient 
numbness  and  tingling  on  the  lateral  aspect  of  his 
foot,  and  also  he  had  several  episodes  of  sharp 
cutting  pain  radiating  from  the  knee  to  the  foot. 
Examination  disclosed  a popliteal  aneurysm  with 
only  fair  distal  pulses,  no  evidence  of  ischemia  of 
the  foot,  and  no  evidence  of  venous  or  nerve  in- 
volvement. 

Resection  of  the  aneurysm  and  insertion  of  a 
homograft  was  done.  The  immediate  results  were 
excellent  as  well  as  the  results  five  years  following 
operation.  He  maintained  excellent  distal  pulses 
with  no  symptoms  of  ischemia. 

Comment:  Elective  operation  prior  to  the  de- 
velopment of  any  serious  complication  was  followed 
by  an  excellent  result. 


SUMMARY 

Popliteal  aneurysms,  though  not  frequent,  are 
very  serious,  whether  they  are  producing  symp- 
toms or  not.  The  disability  and  loss  of  limb  re- 
sulting from  their  presence  is  very  considerable. 

Elective  surgical  treatment  is  safe  and  the 
results  are  generally  good.  If  surgery  must  be 
undertaken  in  the  face  of  complications,  the 
results  are  not  nearly  so  good.  But  still  the 
salvage  is  considerable  and  quite  worthwhile. 
Elective  surgical  management  of  all  popliteal 
aneurysms  and  prompt  intervention  in  the  face 
of  complications  within  a few  hours  are  advised. 
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FIG.  5.  The  acute  angulation  of  the 
anterior  tibal  artery,  as  a result  of 
popliteal  aneurysm,  has  been  stressed 
by  Julian  et  al,8  and  this  illustration 
was  redrawn  from  that  source.  1 
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FIG.  7.  An  arterial  homograft,  vein 
autograft  with  valves  reversed,  and  a 
crimped  plastic  tube  are  shown. 
Reproduced  from  Old.14 


FIG.  6.  The  various  types  of  endo- 
aneurysmorrhaphy are  shown.14 
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Mechanism  of  Action  and 
Use  of  Aldosterone 
Blocking  Steroids 
in  Edema 

Alfred  M.  Steinman,  M.D. 


A basic  and  practical  discussion  of  aldosterone  production  and  effect, 
plus  measures  utilized  to  achieve  a diuresis  with  refractory  edema  states 
is  presented.  The  role  of  "aldosterone  — antagonist"  aiding  in  the  therapy 
is  outlined.  Clinical  states  where  its  best  use  can  be  anticipated  are  defined. 


THE  zona  glomerulosa  of  the  adrenal  cortex 
produces  a potent  salt-retaining  hormone, 
aldosterone,  which  has  no  glucocorticoid  activ- 
ity in  concentrations  found  in  blood.1  Its  syn- 
thesis and  excretion  are  essentially  independent 
of  ACTH  activity. 

Aldosterone  promotes  the  active  reabsorption 
of  sodium  and  its  exchange  for  hydrogen  ion  and 
potassium  in  the  distal  convoluted  tubule.2  There 
is  no  concrete  evidence  that  aldosterone  has  any 
activity  in  the  proximal  convoluted  tubule.3 

The  stimulus  for  aldosterone  secretion  is  not 
fully  elucidated.  Some  experimental  work4,5  sug- 
gests that  a reduction  in  the  volume  of  blood 
between  the  aortic  valve  and  the  peripheral  cap- 
illaries (termed  the  “effective  arterial  blood  vol- 
ume”) acts  as  a stimulus  in  either  the  carotid 
body  or  the  midbrain  to  promote  the  secretion 
of  a hormone  termed  glomerulotropin.  It  is  sug- 
gested that  glomerulotropin  is  produced  in  the 
midbrain  and  that  it  specifically  stimulates  the 
glomerulosa  cells  to  secret  aldosterone.6 

Increased  aldosterone  production  in  heart  dis- 
ease can  therefore  be  explained  by  a reduction 
of  the  effective  arterial  blood  volume  in  heart 


Presented  before  the  Scientific  Assembly,  70th  Annual  Meet- 
ing, The  Arizona  Medical  Association,  Inc.,  Safari  Hotel,  Scotts- 
dale, Arizona,  April  28,  1961. 
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failure  due  to  diseases  of  the  heart.  The  basic 
common  denominator  in  these  cases  is  a dimin- 
ished cardiac  output. 

In  hepatic  cirrhosis  the  mechanism  of  reduced 
effective  volume  is  somewhat  less  obvious.  Per 
haps  the  initiating  mechanism  in  this  instance  is 
the  marked  pooling  of  blood  in  the  viscera  and 
the  increased  tendency  to  form  a transudate  as 
a result  of  the  very  high  portal  venous  pressure: 
essentially  a splanchnic  phlebotomy.  This  would 
result  in  a reduced  venous  return  to  the  heart 
and  a reduced  cardiac  output.  In  addition,  the 
alterations  in  peripheral  vascular  resistance  and 
myocardial  efficiency,  as  well  as  the  decreased 
collodial  osmotic  pressure  due  to  the  loss  of 
serum  proteins,  would  tend  to  add  to  this  prob- 
lem. 

The  result  therefore  would  be  a reduced  vol- 
ume in  the  arterial  tree  and  a potential  stimulus 
for  the  release  of  glomerulotropin.  It  has  been 
suggested  that  the  intracellular  sodium  to  potas- 
sium ratio  may  also  be  an  important  factor  in 
aldosterone  production.7 

The  altered  physiology  of  the  nephrotic  syn- 
drome is  even  more  confusing.  In  this  instance 
there  is  little  evidence  for  the  evistence  of  a di- 
minished effective  arterial  blood  volume. 

Actually,  only  two  mechanisms  are  immediate- 
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ly  apparent.  The  first  of  these  is  the  marked  de- 
cline in  collodial  osmotic  pressure  of  the  plasma. 
The  other  is  related  to  the  alterations  in  ionic 
concentration  intracellularly.  Either  or  both  of 
these  mechanisms  might  cause  a stimulation  of 
the  receptors  which  results  in  glomerulotropin 
secretion. 

Definite  evidence  of  increased  aldosterone 
production  has  been  found  in  congestive  heart 
failure  with  edema,  cirrhosis  with  ascites,  and 
the  nephrotic  syndrome  with  edema.8,9’10  The 
role  of  the  antidiuretic  hormone  in  edematous 
states  is  poorly  understood  but  is  probably  not 
very  signficant. 

That  aldosterone  excess  does  not  cause  edema 
in  normal  subjects  has  been  documented  very 
well  by  the  administration  of  aldosterone.  It 
causes  sodium  to  be  reabsorbed  with  water  only 
transiently.  A maximum  of  six  pounds  may  be 
gained  in  this  fashion.  Beyond  this  point  no  fur- 
ther aldosterone  effect  can  be  seen  in  either  the 
urine  with  reference  to  sodium  or  in  the  body 
weight  of  the  subjects.11 

Potassium  loss  continues  or  may  even  be  in- 
creased in  this  situation.  This  would  lead  to  the 
conclusion,  therefore,  that  additional  physiologic 
alterations  must  be  operative  to  enable  the  pro- 
duction of  edema.  Renal  hemodynamics  and  the 
questionable  role  of  the  antidiuretic  hormone 
serve  as  possible  examples  of  these  additional 
mechanisms. 

Aldosterone  does,  however,  have  an  important 
role  in  the  production  of  edema  in  the  states  de- 
scribed above.  This  has  been  demonstrated  in 
humans.  Adrenalectomy  in  patients  with  refrac- 
tory edema  was  followed  by  diuresis  resulting 
from  the  removal  of  the  source  of  aldosterone.12 

Thus,  there  is  good  rationale  for  anti-aldoster- 
one agents  in  therapy.  Since  this  discussion  is 
limited  to  aldosterone-blocking  steroids,  I shall 
only  mention  that  it  is  possible  to  inhibit  aldo- 
sterone synthesis.  None  of  the  agents  used  in 
this  sense  have  achieved  significant  clinical 
practicality. 

An  aldosterone  antagonist  by  definition  blocks 
the  effects  of  aldosterone  on  its  target  tissue. 
Therefore,  certain  prime  requisites  are  neces- 
sary to  permit  aldosterone  blocking  activity  to 
be  manifest. 

First,  aldosterone  must  be  present.  Second, 
the  volume  of  altered  glomerular  filtrate  pre- 
sented to  the  distal  convoluted  tubule  must  be 
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large  enough  to  allow  dynamic  alteration  at  that 
site.  The  sodium  content  of  this  fluid  must  be 
large  enough  to  permit  effective  interference 
with  its  absorption. 

Third,  the  target  organ,  the  tubular  cells,  must 
be  capable  of  responding  to  aldosterone.  Actu- 
ally, the  lack  of  ability  to  respond  occurs  only 
in  patients  with  severe  uremia. 

It  is  obvious,  therefore,  that  the  absence  of 
any  of  the  above  conditions  will  prevent  or  ma- 
terially reduce  the  effects  of  any  aldosterone- 
blocking agent. 

Landau13  reported  the  first  observation  of  true 
aldosterone-blocking  activity  by  another  steroid. 
He  gave  progesterone  to  patients  with  Addison’s 
disease  who  were  receiving  mineralo-corticoids. 
A sodium  diuresis  and  potassium  retention  was 
produced.  This  observation  provided  a standard 
for  anti-aldosterone  action  at  the  target  organ 
site. 

Utilizing  this  yardstick,  Kagawa14  observed 
that  a series  of  new  steroids  designated  17-spiro- 
lactones  were  effective  in  antagonizing  the  ef- 

KAGAWA'S  REASONING 

The  following  points  indicate  the  reason- 
ing used  by  Kagawa  for  his  belief  that  the 
17-spirolactones  are  competitive  antagonists 
of  aldosterone  action  in  the  kedney: 

1.  There  is  a structural  similarity  be- 
tween the  spirolactones  and  aldoster- 
one. (Actually  minor  alterations  in  any 
structure  may  drastically  alter  its  ac- 
tivity. Therefore  reliance  on  structure 
alone  is  not  a good  index  for  predict- 
ing phannacologic  activity.) 

2.  The  blocking  activity  of  the  spirolac- 
tone  is  dependent  upon  the  dosage  ra- 
tio of  the  spirolactone  to  the  mineralo- 
corticoid  administered  to  an  adrenal- 
ectomized  animal. 

3.  No  effect  upon  renal  functions  was  ob- 
served in  the  adrenalectomized  ani- 
mal receiving  no  mineralo-corticoids. 

fects  of  mineralo-corticoids  on  the  renal  metabo- 
lism of  sodium  and  potassium  in  adrenalectom- 
ized rats. 

Following  this  baisc  work  Liddle17  studied  the 
spirolactones  administered  to  humans.  Aldoster- 
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one  production  is  suppressed  in  normal  subjects 
receiving  a high  sodium  intake.  Therefore,  the 
administration  of  a spirolactone  would  have  lit- 
tle effect  upon  sodium  and  potassium  metabo- 
lism in  the  salt-loaded  subject. 

If  the  normal  subject  then  limits  his  sodium 
intake  sharply,  aldosterone  production  immedi- 
ately rises  and  sodium  retention  occurs  with  po- 
tassium wasting.  If  this  patient  is  then  given  an 
aldosterone  antagonist,  a diuresis  of  sodium  is 
produced  and  potassium  is  retained. 

In  Addison's  Disease 

An  Addisonian  on  a high  sodium  intake,  in 
the  absence  of  mineralo-corticoid  administration, 
demonstrates  no  alteration  of  sodium  and  potas- 
sium metabolism  when  given  a spirolactone. 

In  both  Addisonians  and  normal  subjects  who 
received  mineralo-corticoids,  the  spirolactones 
blocked  these  effects. 

Using  stop-flow  analysis  the  pattern  of  sodium 
reabsorption  along  the  renal  tubule  in  normal 
and  adrenalectomized  animals  was  studied.10'16 
In  this  technique,  the  ureter  is  occluded  abrupt- 
ly during  an  osmotic  diuresis.  It  is  assumed  that 
the  normal  activity  occurring  at  the  tubular  sites 
continues  during  the  obstruction.  The  clamp  is 
then  released  abruptly  and  serial  samples  are 
collected. 

The  administration  of  a mineralo-corticoid  to 
patients  with  Addison’s  disease  produces  a de- 
crease in  urinary  sodium,  chloride  and  volume 
with  an  increase  in  urinary  potassium,  ammonia, 
phosphate  and  titreable  acidity.  If  a spirolactone 
is  given  concomitant  with  the  administration  of 
the  mineralo-corticoid,  the  reverse  occurs.  These 
studies,  in  essence,  confirm  the  experiences  re- 
ported in  adrenalectomized  animals. 

In  this  same  study  a spirolactone  was  admin- 
istered to  normal  subjects  on  either  normal  or 
high  sodium  diets.  Only  excess  sodium  was  ob- 
served in  the  urine  as  a consequence.  However, 
when  sodium  restriction  was  followed,  the  sub- 
ject’s aldosterone  production  increased  and  the 
administration  of  the  spirolactone  caused  a much 
larger  diuresis  of  sodium.2’17 

One  of  the  basic  concepts  of  the  action  of  an 
aldosterone  antagonist  involves  the  affinity  for 
the  antagonist  by  the  target  tissue.  It  would 
therefore  be  theoretically  possible  to  administer 
a compound  which  in  effect  would  possess  aldo- 


sterone activity  to  a very  small  degree  with  at 
least  equal  affinity  for  the  target  tissue.  If  this 
were  the  case,  the  target  tissue  receptors  could 
be  almost  completely  bound  to  the  very  weak 
aldosterone-like  drug,  leaving  little  if  any  of  the 
site  for  the  binding  of  the  more  potent  aldo- 
sterone. 

When  a spirolactone  was  administered  in  very 
large  doses  to  adrenalectomized  rats  not  receiv- 
ing a mineralo-corticoid,  a weak  though  percep- 
tible mineralo-corticoid  activity  was  demonstra- 
ted in  terms  of  sodium  retention.  There  was  no 
evidence  of  increased  potassium  excretion.  This 
activity  is  too  weak  to  be  recognized  unless  huge 
doses  are  administered. 

Additional  evidence  that  the  17-spirolactones 
compete  with  aldosterone  on  the  renal  tubular 
exchange  of  sodium  and  potassium  was  demon- 
strated by  infusing  aldosterone  and  a spirolac- 
tone into  normal  subjects.18 

Combined  Results 

When  aldosterone  was  infused  by  itself  the 
characteristic  response  was  produced.  However, 
when  one  gram  of  a spirolactone  was  adminis- 
tered intravenously  and  concomitantly  no  sig- 
nificant alterations  were  seen.  When  the  combi- 
nation of  aldosterone  and  a spirolactone  were 
administered  simultaneously  intravenously,  the 
renal  effcts  of  aldosterone  were  blocked  at  a spe- 
cific dosage  ratio  which  in  this  instance  was 
1 : 1000  ( one  unit  of  aldosterone  per  thousand 
units  of  the  spirolactone.)  Using  other  spirolac- 
tones the  ratio  necessary  to  produce  this  effect 
will  be  altered. 

Additional  evidence  of  the  peripheral  antag- 
onism existing  between  the  17-spirolactones  and 
aldosterone  was  shown  by  their  effects  on  the 
salivary  sodium  to  potassium  ratio.  Mineralo- 
corticoids  normally  cause  a decrease  in  this  ra- 
tio and  the  17-spirolactones  caused  an  increase 
in  this  same  ratio.19 

As  stated  previously  aldosterone  is  an  impor- 
tant factor  in  the  development  of  ascites  and 
edema  in  hepatic  cirrhosis,  and  perhaps  even 
more  important  in  cirrhotics  with  resistant  as- 
cites and  edema.  In  the  latter  state,  the  conven- 
tional diuretics  which,  in  the  main,  act  upon  the 
proximal  tubular  mechanisms  are  incapable  of 
any  further  improvement  of  the  clinical  state 
without  the  use  of  additional  agents.  Approxi- 
mately one-third  of  the  patients  with  this  syn- 
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drome  will  respond  to  spirolactone  as  the  sole 
diuretic  agent. 

The  explanation  of  this  observation  rests  upon 
the  fact  that  aldosterone  is  present  in  significant- 
ly increased  amounts  in  this  state,  thereby  act- 
ing to  negate  at  the  distal  convoluted  tubule  any 
diuretic  action  at  the  proximal  tubular  site. 

If  on  the  other  hand  the  patient  is  reabsorb- 
ing massive  amounts  of  sodium  and  water  at  the 
proximal  tubular  site,  aldosterone  blocking  can- 
not be  expected  to  produce  a diuretic  response. 

Most  of  the  potassium  loss  that  is  seen  with 
conventional  diuretic  therapy  probably  occurs 
as  a result  of  the  tremendous  sodium  load  ar- 
riving at  the  distal  tubule  where  aldosterone 
causes  the  sodium  to  be  exchanged  for  potas- 
sium. 

When  spirolactone  is  administered  by  itself, 
one  can  see  an  increase  in  sodium  excretion  with- 
out any  effect  on  the  urinary  potassium.  The 
thiazide  on  the  other  hand  produces  an  increased 
sodium  and  potassium  excretion.  In  some  in- 
stances, the  potassium  excretion  falls  as  a 
result  of  a drop  in  serum  potassium.  When  the 
spirolactone  is  then  given  concomitantly  with 
the  thiazide,  sodium  excretion  is  high  and  there 
is  a prompt  fall  in  potassium  excretion. 

Response  of  Patients 

To  return  to  our  previous  point,  then  approx- 
imately one-third  of  the  patients  refractory  to 
mercurials  and  thiazides  with  hepatic  cirrhosis 
and  ascites  will  respond  satisfactorily  to  a spiro- 
lactone when  given  alone.  Approximatly  one- 
third  will  require  the  simultaneous  use  of  a 
spirolactone  and  a conventional  diuretic.  The 
remaining  one-third  will  require  a “shotgun” 
type  of  therapeutic  approach  which  will  be  dis- 
cussed in  a later  paper.  It  shonld  be  noted,  how- 
ever, that  all  patients  who  respond  to  a spirolac- 
tone alone  will  have  a greater  diuresis  if  a thia- 
zide or  mercurial  is  added  to  the  treatment. 

I think  it  is  important  to  emphasize  the  fact 
that  spirolactones,  when  employed  in  edematous 
situations,  are  most  effective  in  patients  with 
cirrhosis,  slightly  less  effective  in  the  nephrotic 
syndrome  and  the  most  difficult  to  treat  are  pa- 
tients with  advanced  congestive  heart  failure. 

Approximately  one-third  of  the  refractory  pa- 
tients treated  with  spirolactones  have  developed 
hyponatremia,  or  have  experienced  a further  de- 
cline in  a previously  low  serum  sodium  during 
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diuresis  and  when  edema  and  ascites  were  still 
present. 

These  patients  have  a high  total  body  sodium 
and  the  hyponatremia  merely  represents  a dilu- 
tional  syndrome,  due  in  all  probability  to  a de- 
fect in  water  excretion  that  has  not  been  cor- 
rected with  the  therapy  given.  This  can  be  ef- 
fectively combated  by  restricting  the  patient’s 
fluid  intake  to  one  liter  per  day,  and  if  necessary 
adding  glucocorticoids  and/or  osmotic  diuretics. 

It  has  also  become  necessary  to  recognize  that 
a true  low  salt  syndrome  can  be  achieved  with 
the  use  of  intensive  diuretic  therapy.  It  is 
extremely  important  to  be  able  to  differentiate 
this  from  the  dilutional  syndrome  since  sodium 
must  be  administered  in  the  true  low  salt  syn- 
drome and  sodium  is  contraindicated  in  the  dilu- 
tional syndrome. 

Hyperkalemia  has  been  observed  in  patients 
receiving  combined  spirolactone  and  thiazide 
therapy  when  supplemental  potassium  was  giv- 
en. It  is  felt  that  it  is  contraindicated  to  give  po- 
tassium to  a patient  who  is  receiving  combined 
therapy  with  spirolactones  and  proximal  tubular 
diuretics. 

A significant  rise  in  the  blood  urea  nitrogen 
occasionally  develops.  In  all  probability  this  is 
the  result  of  a reduced  blood  volume  with  pre- 
renal  azotemia.  This  disappears  if  the  diuretics 
are  stopped  for  a few  days.  Sedation  may  be 
seen  on  rare  occasions  as  a result  of  spirolactone 
therapy. 

A drug  rash  has  been  seen  in  five  patients  re- 
ceiving a spirolactone.  This  has  been  the  only 
direct  toxic  effect  noted,  and  in  these  instances 
was  not  serious.  The  rash  promptly  subsided 
upon  withdrawal  of  therapy. 

SUMMARY 

The  spirolactones  are  aldosterone  antagonists 
and  in  all  probability  operate  by  effectively 
blocking  the  chief  target  organ  of  aldosterone: 
the  distal  renal  tubular  cell. 

The  effects  of  aldosterone  and  the  spirolac- 
tones are  directly  opposite  to  one  another,  the 
spirolactone  being  effective  only  when  aldoster- 
one is  present.  In  addition  to  requiring  aldo- 
sterone to  perform  effectively,  the  spirolactones 
also  require  the  delivery  of  an  adequate  amount 
of  sodium  and  water  to  the  distal  tubular  site, 
since  this  inhibition  is  one  of  resorption  and  ex- 
change and  is  not  a stimulation  of  excretion. 

Finally,  if  one  bears  in  mind  the  pathophysi- 
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ology  of  the  edematous  state,  the  intelligent  and 
effective  use  of  spirolactones  becomes  a rela- 
tively simple  application  of  clinical  pharmacol- 
ogy. 
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THE  ADDED  PLUS 


Your  practice  is  made  up  of  various  types  of  accounts:  those 
paid  by  insurance  and  industrial,  those  who  are  “sure  pay”  and 
those  of  an  unknown  quality.  This  latter  group  consists  of  new 
members  to  the  community  or  people  whom  you  just  don’t 
know  but  who  have  requested  credit  from  you  for  a long 
period  of  time. 

This  involves  risk  on  your  part  for  they  are  an  unknown 
quality.  For  this  small  percentage  of  your  practice  suggest  the 
Budget  Plan  for  Health.  By  suggesting  the  Budget  Plan,  you 
will  get  your  money  quickly  and  eliminate  billing  and  possible 
collection  costs.  There  will  be  no  risk  on  your  part.  You  will 
give  the  patient  an  opportunity  to  pay  you  in  full  and  to  repay 
on  convenient  monthly  payments  at  bank  rate  of  interest.  This 
is  the  way  he  buys  his  home,  his  automobile  and  his  appliances 
. . . the  way  he  prefers  to  buy  in  this  modern  day.  He’ll  ap- 
preciate your  thoughtfulness  in  suggesting  the  Budget  Plan. 

The  Budget  Plan  for  Health  is  the  added  plus  that  builds 
your  practice.  Bemember,  Doctor,  a paid  patient  is  a satisfied 
patient  and  your  best  practice  builder. 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned.  ■■ 
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Dosage:  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  lor  literature  and  samples. 
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Medical  Society  of  the  United  States  and  Mexico 

Program- Annual  Meeting 

As  the  readers  will  recall  from  the  last  report  published  in  Arizona  Medicine,  this  society  will 
hold  its  meeting  at  the  Hotel  Tidelands  in  Tucson  on  December  5,  6,  and  7,  1962. 

The  program,  still  in  tentative  shape,  is  as  follows: 

Wednesday,  December  5 — Hotel  Tidelands 

9:00  a.m.  Opening  ceremonies  to  which  the  Governors  of  Arizona  and  Sonora  have  been 


10:00  a.m 

invited. 

Iron  deficiency  anemias  — Ralph  A.  Jackson,  M.D. 

10:20  a.m. 

Chemotherapy  of  cancer  — Mario  Paredes,  M.D. 

10:40  a.m. 

Pediatrics  Symposium 

Moderator:  Hugh  C.  Thompson,  M.D. 

Participants:  W.  E.  Ahrens,  M.D.;  Oscar  Navarro  Franco,  M.D.; 

Horacio  Padilla,  M.D.;  E.  Henry  Running,  M.D. 

11:45  a.m. 

Amoebic  abscesses  in  children  — Oscar  Navarro  Franco,  M.D. 

1:00  p.m. 

Luncheon,  Hotel  Tidelands,  for  members.  A motion  picture  on  the  recent  polio- 
myelitis innoculation  campaign  in  the  City  of  Phoenix  will  be  shown  and  com- 
mented on  by  Hugh  C.  Thompson,  M.D. 

6:00  p.m. 

Cocktails  and  buffet  supper  at  the  Saddle  and  Sirloin  restaurant. 

Registration  will  be  feasible  during  the  entire  day  in  the  lobby  of  the  Tidelands 
Hotel  beginning  at  8:30  a.m.  The  registration  fee  has  not  yet  been  fixed. 

Thursday,  December  6 — St.  Mary's  Hospital 


9:30  a.m. 

Therapeutic  and  diagnostic  use  of  radioisotopes— S.  V.  Hilts,  M.D. 

9:45  a.m. 

The  use  of  19-norsteroids  in  dysmenorrhea  — Francisco  Alfaro  Baeza,  M.D. 

10:00  a.m. 

Gynecology  panel:  Thoughts  on  abnormal  bleeding  in  the  pre-menopausal  and 
the  menopausal  woman” 

Moderator:  Carlos  Collignon,  M.D. 

Participants:  H.  J.  Zettleman,  M.D.;  George  Fraser,  M.D.;  D.  Gallo,  M.D.; 

Francisco  Alfaro  Baeza,  M.D.;  Charles  J.  Newcomb,  M.D. 

10:45  a.m. 

Thirty  years  experience  in  cesarean  section  at  Evanston  Hospital  — 
H.  J.  Zettleman,  M.D. 

11:00  a.m. 

The  demonstration  of  coronary  circulation  by  angiographic  techniques  — 
H.  Garcia,  M.D. 

Discussion:  R.  Anderson,  M.D. 

11:30  a.m. 

Symposium  on  renal  hypertension 
Moderator:  M.  A.  Carreras,  M.D. 

Participants:  Joaquin  Baeza,  M.D.;  E.  Gonzales  Murguia,  M.D.;  Kenneth  Johnson, 
M.D.;  Ross  L.  Magee,  M.D.;  Walter  T.  Hileman,  M.D.;  Carlos  Palo- 
mera,  M.D. 

12:15  p.m. 

Visit  to  the  artificial  kidney.  Attempts  will  be  made  to  keep  this  preparation  run- 
ning most  of  the  mornings.  The  following  physicians  are  in  charge  of  this  demon- 
stration: Wesley  A.  Soland,  M.D.;  Roland  V.  Murphy,  M.D.;  Richard  L.  Dexter, 
M.D.;  Ross  L.  Magee,  M.D. 

1:30  p.m. 

Dinner  with  the  ladies,  at  the  Old  Pueblo  Club. 
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Friday,  December  7 — Tucson  Medical  Center 

9:30  a.m.  Pulmonary  function  tests  by  Dr.  Thomas  P.  K.  Lim,  M.D. 

9:45  a.m.  Symposium  on  emphysema  and  cor  pulmonale. 

Moderator:  G.  Madrid,  M.D. 

Participants:  Carlos  Ayala,  M.D.;  A.  Carbajal,  M.D.;  Thomas  P.  K.  Lim  ,M.D.; 
Andre  J.  Bruwer,  M.D. 


10:30  a.m.  Unusual  shadows  in  chest  radiographs  — Andre  J.  Bruwer,  M.D. 

10:45  a.m.  Visit  to  the  Cardiopulmonary  Laboratory.  Visit  to  the  Badioisotope  Laboratory. 

Dr.  Lim  and  Dr.  Hilts,  respectively,  will  be  in  charge. 

11:15  a.m.  Symposium  on  biliary  surgery. 

Moderator:  Ignacio  Chavez,  M.D. 

Participants:  B.  Felix,  M.D.;  E.  Contreras  Reyna,  M.D.;  W.  R.  Manning,  M.D.; 

F.  Cagiola,  M.D. 


7:00  p.m.  Dinner-dance  at  the  Hotel  Tidelands. 


The  system  of  simultaneous  bilingual  translation  through  individual  transistors  which  were  so 
successfully  used  in  Hermosillo  last  year  will  again  be  employed. 

Very  shortly  the  members  will  receive  additional  information  on  this  meeting  and  a registration 
blank. 

The  number  and  quality  of  Mexican  participants  in  the  above  program  that  we  have  been 
able  to  obtain  is  truly  outstanding.  Many  of  them  are  on  the  faculty  of  the  medical  school  at  The 
University  of  Guadalajara. 

We  trust  that  the  system  of  round  tables  and  symposia  prevailing  over  the  emphasis  on  indi- 
vidual papers  will  prove  as  successful  as  it  did  at  the  last  meeting  in  encouraging  a more  lively 
scientific  exchange  and  better  understanding. 

We  anticipate  a large  American  turnout.  We  trust  that  each  and  every  American  participant 
at  this  meeting  will  consider  himself  a host  to  our  welcome  Mexican  colleagues  expected  from 
below  the  border. 


Juan  E.  Fonseca,  M.D. 
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from  boutonneuse  fever  in  Africa 


Whether  treating  boutonneuse  fever,  bronchopneumonia,  or  a host  of  other 
infections,  physicians  throughout  the  world  continue  to  rely  on  the  effective- 
ness, relative  safety,  and  exceptional  toleration  of  Terramycin  in  broad-spec- 
trum antibiotic  therapy.  This  continuing  confidence  is  based  upon  thousands 
of  published  clinical  reports  and  successful  experience  in  millions  of  patients. 
The  next  injection  you  see  will  more  than  likely  be“Terra-responsive” 


.e  for  the  WOrld’s  well-being®  (Pfize?)  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York  17.  New  York 
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IN  BRIEF  \The  dependability  of  Terramycin 
in  daily  practice  is  based  upon  its  broad  range  of 
antimicrobial  effectiveness,  excellent  toleration, 
and  low  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organ- 
isms may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  to  Terramycin 
are  rare.  For  complete  information  on  Terra- 
mycin dosage,  administration,  and  precautions, 
consult  package  insert  before  using. 

More  detailed  professional  information  avail- 
able on  request. 


— 


Boutonneuse  fever  is  a tick-borne,  acute,  febrile 
disease  often  affecting  children.  The  bite  site 
becomes  a small,  necrotic  ulcer.  A striking  mac- 
ular or  maculopapular  eruption  develops  on  the 
trunk,  palms  and  soles.  Onset  is  sudden,  with 
chills,  high  fever,  violent  headache  and  lassitude. 
The  high  temperature -up  to  103"  F.- charac- 
teristic of  both  boutonneuse  fever  and  broncho- 
pneumonia. drops  rapidly  following  initiation 
of  Terramycin  therapy. 


to  bronchopneumonia  in  Arizona 


BRAND  OF  0XYTETRACYCL1NE  — 

Terramycin 


capsules  • syrup  • pediatric  drops 
intramuscular  solution  • intravenous 


also  available  with  nystatin  as  terrastatin  1 (capsules  and  oral  suspension) 


WITH  YOUR 
ENCOURAGEMENT 

AND 

DEXEDRINE® 

brand  of  dextro  amphetamine 

SPANSULE® 

brand  of  sustained  release  capsules 


she's  losing  weight 


‘Dexedrine’  Spansule  capsules  not  only 
control  appetite  all  day  long,  but  at 
the  same  time  encourage  normal 
activity.  This  is  particularly  important 
because  overweight  patients  are  often 
inactive.  In  such  patients  ‘Dexedrine’ 
overcomes  lethargy,  helps  renew  their 
interest  in  doing  things— not  j ust  eating. 


PRESCRIBING 

INDICATIONS  AND  DOSAGE:  For  the 
following  indications,  the  recommended  daily 
dosage  is  one  or  two  ‘Dexedrine’  Spansule  cap- 
sules, usually  taken  in  the  morning:  control  of 
appetite  in  weight  reduction;  depressive  states; 
alcoholism.  In  narcolepsy,  the  recommended 
daily  dosage  is  up  to  50  mg.  of  ‘Dexedrine’  by 
‘Spansule’  capsule  on  arising. 

SIDE  EFFECTS:  Insomnia,  excitability  and 
increased  motor  activity  are  infrequent  and 
ordinarily  mild. 

Smith  Kline  & French  > 


INFORMATION 

CAUTIONS:  Should  be  used  with  caution  in 
patients  hypersensitive  to  sympathomimetic 
compounds;  in  cases  of  coronary  or  cardiovas- 
cular disease;  and  in  the  presence  of  severe 
hypertension. 

CONTRAINDICATIONS:  Hyperexcitability; 
agitated  pre-psychotic  states. 

SUPPLIED:  5 mg.,  10  mg.  and  15  mg.,  in 
bottles  of  30.  (Each  capsule  contains  dextro 
amphetamine  sulfate,  5 mg.,  10  mg.,  or  15  mg.) 
Prescribing  information  adopted  January  1961. 

Ei  Laboratories 
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poly-unsawrated 


SAFFLOWER  OIL 

/or  salads,  baking 
k\  3 nd  frying 


Because  you  are  aware 
of  the  AMA  statement 
on  fat  in  the  diet... 

“Increasing  the  ratio  of  poly-unsaturated  fat  to 
saturated  fat  in  the  diet  is  the  preferred  method 
for  treating  the  ‘usual’  hypercholesteremia.” 

From  the  Aug.  4,  1962  issue  of  The  Journal  of  the  American 
Medical  Association. 

Of  all  leading  salad  and  cooking  oils 
Safflower  Oil  has  the  highest  ratio  of  poly- 
unsaturated fat  to  saturated  fat.  Safflower  Oil 
is  higher  in  recommended  poly-unsaturates — 
lower  in  saturated  fat  than  any  other  readily 
available  oil  or  shortening. 

When  an  adjustment  in  dietary  ratio 
of  saturated  fat  is  indicated,  Saff-o-life 


you  should  be  aware 
of  this  new,  poly-unsaturated 
oil  for  cooking 

Safflower  Oil  makes  the  substitution  easy, 
appetizing,  inexpensive. 

Physicians  who  wish  recipes  using 
Saff-o-life  Safflower  Oil  are  invited  to  write 
directly  to:  Professional  Services  Director, 
General  Mills,  Inc.,  Department  120,  9200 
Wayzata  Blvd.,  Minneapolis  26,  Minnesota. 


RATIO  OF  LINOLEATES*  TO  SATURATES  *poly-unsaturated  fats 


SAFFLOWER  OIL 

9.0 

to 

1.0 

CORN  OIL 

5.3 

to 

1.0 

SOYBEAN  OIL 

3.5 

to 

1.0 

COTTONSEED  OIL 

2.0 

to 

1.0 

PEANUT  OIL 

1.6 

to 

1.0 

A product  of  General  Mills — Tour  assurance  of  quality  and  purity. 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 


'EMPRAZIL-C* 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  - ANALGESIC 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘PeraziT®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsal icyl ic  Acid)  200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  @ 

‘EMPRAZIL’ 

TABLETS 


^Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  CU.S.A.)  INC.,  tuckahoe,  n.y. 
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Restrictions  on  the  Use  of 
Laboratory  Animals  for  Research 

One  characteristic  of  the  antivivisectionist  move- 
ment is  its  persistence.  Determined  efforts  to 
prevent  the  use  of  animals  in  experimental  re- 
search have  been  made  by  organized  groups  for 
well  over  half  a century. 

It  would  appear  that  these  people  are  far  more 
interested  in  the  welfare  of  the  lower  animals 
than  they  are  in  the  well-being  of  their  fellow 
men,  since  it  is  well  known  that  many  of  our 
modern  measures  to  save  lives  and  relieve  suf- 
fering would  not  have  been  discovered  without 
the  use  of  animals  in  research  laboratories. 

One  has  only  to  mention  such  diseases  as  diph- 
theria, diabetes  and  pernicious  anemia  to  point 
out  the  great  contribution  of  laboratory  animals 
to  our  present  state  of  knowledge  and  health. 

One  of  the  current  moves  of  the  antivivisec- 
tionists  is  expressed  in  Senate  Bill  3570  proposed 
by  eleven  United  States  Senators.  This  bill  would 


Editorials 

license  every  scientist  who  might  work  under  any 
federal  grant  or  contract. 

Laboratories  in  which  animal  research  were  to 
be  conducted  would  be  inspected  and  issued 
“certificates  of  compliance.”  Research  plans 
would  have  to  be  submitted  to  the  Secretary  of 
Health,  Education,  and  Welfare  for  approval. 
Detailed  annual  reports  would  have  to  be  made 
by  each  licensee  covering  all  experiments  per- 
formed in  which  animals  were  used  during  the 
year. 

The  National  Institutes  of  Health  would  be 
assigned  police  duties.  Representatives  of  the 
secretary  would  be  given  access  to  the  research 
laboratories  at  times  specified  by  the  secretary 
in  accordance  with  rules  and  regulations  issued 
by  him. 

According  to  the  wording  of  this  bill,  the  use 
of  live  vertebrate  animals  is  permitted  for  medi- 
cal and  military  research  only.  No  experimenta- 
tion for  the  pursuit  of  knowledge  per  se  is  pro- 
vided for.  And  no  authorization  for  the  use  of 
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Margaret  McMahon Managing  Editor  A.  j.  Jackson,  President 
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ASSISTANT  EDITORS 

Joe  C Ehrlich  M D “The  material  in  this  journal  is  not  copyrighted.  We  would 

Mayer  Hyman,  M.D.  like  to  ask  that  anyone  using  material  from  it  note  the  pre- 

Kenneth  E.  Johnson,  M.D.  vious  publication  in  ARIZONA  MEDICINE.” 

Clarence  L.  Robbins,  M.D. 

Preston  J.  Taylor,  M.D Original  Articles  CONTRIBUTIONS 

Juan  E.  Fonseca,  M.D.  Medical  Society  of  the  The  Editor  sincerely  solicits  contributions  of  scientific 

Byron  Browder  United  States  and  Mexico  articles  for  publication  in  ARIZONA  MEDICINE.  All  such 

Lindsay  E.  Beaton,  M.D.  contributions  are  greatly  appreciated.  All  will  be  given 

R.  Lee  Foster,  M.D.  equal  consideration. 

John  R.  Green,  M.D.  Certain  general  rules  should  be  followed,  however,  and 

William  B.  McGrath,  M.D.  the  Editor  therefore  respectfully  submits  the  following 

Leslie  B.  Smith,  M.D Editorial  Section  suggestions  to  authors  and  contributors: 

John  W.  Kennedy,  M.D.  Historical  Section  1.  Follow  the  general  rules  of  good  English  or  Spanish, 

especially  with  regard  to  construction,  diction,  spelling 
ASSOCIATE  EDITORS  and  punctuation. 

Frpr?  H LflnrWn  \f  n A 2-  Be  guided  by  the  general  rules  of  medical  writing 

L Anesthesiology  as  folIowed  by  the  JOURNAL  OF  THE  AMERICAN 

Earl  J.  Baker,  M.D ..  Civil  Defense  MEDICAL  ASSOCIATION. 

Charles  W.  Elkins,  M.D Neurosurgery  3,  ge  brief,  even  while  being  thorough  and  complete. 

A.  K.  Hansen,  M.D Ophthalmology  Avoid  unnecessary  words. 

• Louis  G.  Jekel,  M.D ’.  Dermatology  4.  Read  and  re-read  the  manuscrapt  several  times  to 

Robert  Lacock,  M.D • Ob-Gyn.  correct  it,  especially  for  spelling  and  punctuation. 

C.  Thomas  Read,  M.D.  ...................  Chest  Surgery  f-  Manuscripts  should  be  typewritten,  double  spaced, 

txr  ,,  . _ , . and  the  original  and  a carbon  copy  submitted. 

_ , „ , , 6.  Exclusive  Publication  — Articles  are  accepted  for 

Gera  bchioss,  M.D Pathology  publication  on  condition  that  they  are  contributed  solely 

Paul  L.  Singer,  M.D Genito-Urinary  to  this  Journal.  Ordinarily  contributors  will  be  notified 

Hugh  H.  Smith,  M.D Public  Health  within  60  days  if  a manuscript  is  accepted  for  publica- 

* » . T f,  wt-x  ✓-vi,.  tion.  Every  effort  will  be  made  to  return  unused  nianu- 

Alvin  L.  Swenson,  M.D Orthopedics  scripts. 

William  G.  Ure,  M.D • tuberculosis  7.  Reprints  will  be  supplied  to  the  author  at  printing 

Brick  P.  Storts  Jr.  M.D Pediatrics  cost. 

Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical.  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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animals  even  in  agricultural,  veterinary,  or  ani- 
mal husbandry  work  is  given. 

Perhaps  the  worst  part  of  this  bill  is  that  it 
would  put  in  the  hands  of  the  Secretary  of 
Health,  Education  and  Welfare  complete  power 
over  the  character  of  animal  experimentation  that 
could  be  performed  in  this  country  under  fed- 
eral subsidy,  which  now  means  most  of  such 
work. 

The  regulations  themselves  outlined  in  the  bill 
for  the  care  of  animals  are  not  objectionable. 
They  indicate  what  every  good  laboratory  direc- 
tor insists  upon  now. 

The  objectionable  features  are  the  procedures 
required:  advance  approval  of  experimental 

plans  by  the  Department  of  Health,  Education 
and  Welfare;  burdensome  record  keeping;  annual 
or  more  frequent  reports;  additional  costs  for  the 
government  and  for  every  laboratory  involved; 


and  the  general  nuisance  of  establishing  and  liv- 
ing under  a new  and  unnecessary  amount  of  red 
tape. 

Senate  Bill  3570  is  very  similar  to  the  laws 
passed  in  Germany  and  in  England  that  have 
proved  so  restrictive  to  the  free  pursuit  of  re- 
search investigations  in  those  countries. 

A recent  bulletin  of  the  National  Society  for 
Medical  Research  points  out  that  the  mail  being 
received  by  congressmen  about  this  bill  was  run- 
ning 20  to  1 in  favor  of  this  type  of  legislation. 

Organized  minorities  usually  do  make  the 
loudest  noises.  In  this  case  it  is  important  that 
all  thoughtful  people  interested  in  the  continu- 
ance of  animal  research  on  a free  and  unre- 
stricted basis  make  their  views  known  to  their 
representatives  in  congress. 

Hugh  H.  Smith,  M.D. 


West  Gets  14.9%  of  Defense  Student  Loans 

The  Division  of  Higher  Education  of  the  U.  S.  Office  of  Education  recently 
released  data  on  the  operation  of  the  National  Defense  Student  Loan  Program 
from  its  beginning  in  February,  1959  through  June  30,  1961. 

Of  the  238,092  students  who  received  loans,  32,484,  or  13.6%,  were  enrolled 
in  colleges  and  universities  in  the  WICHE  states.  In  the  fall  of  1961,  college  en- 
rollment in  the  WICHE  states  represented  20.9%  of  the  total  college  enrollment. 

A total  of  $19,217,582  in  federal  funds  was  allotted  to  western  schools,  which 
contributed  an  additional  $2,163,780  to  the  loan  program.  Schools  in  the  WICHE 
region  received  14.9%  of  all  federal  contributions.  California,  Washington,  Colo- 
rado, and  Oregon,  in  that  order,  received  the  most  funds. 


Record  of  NDEA  Student  Loan  Program  in  13  Western  States 


Number  of 

Contributions 

State 

Institutions 

Federal 

Institutional 

Students 

Alaska  

2 

$ 28,597 

$ 3,669 

68 

Arizona  . . . . , 

6 

1,014,444 

113,730 

1,192 

California  . . . . 

98 

9,821,477 

1,093,427 

15,071 

Colorado 

18 

1,865,743 

209,721 

3,307 

Hawaii  

3 

154,966 

17,218 

301 

Idaho  

....  7 

473,637 

52,670 

995 

Montana 

....  9 

470,965 

52,413 

976 

Nevada 

....  1 

78,661 

8,839 

113 

New  Mexico  . . 

. . . . 9 

663,301 

73,701 

1,652 

Oregon  

....  19 

1,442,717 

162,592 

2,686 

Utah  

....  9 

671,021 

93,274 

1,322 

Washington  . . 

. . . . 19 

2,298,702 

256,594 

4,545 

Wyoming  . . . . 

....  3 

233,351 

25,932 

256 

Total 

. . . .203 

$ 19,217,582 

$ 2,163,780 

32,484 

U.  S.  Totals  . 

. . .1,410 

$128,335,829 

$14,515,418 

238,092 

News  Notes 
Western  Interstate  Commission 
for  Higher  Learning 
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100 No.  375 

PULVULCS* 

ILOSONE 

Erythromycin  Estolate  Capsules,  U.S  P 

Eqtm  to  ISO  fTOfi*  Base 


Propltmy!  Erythromycta  Ester 
Latiryf  Sulfat* 
caution —federct  (u  $.a.)  tow  prohibit* 

dispensing  without  prescription. 


XD  3784  AMX 

K«*p  Tightly 

Clow* 

m III  IV  AMD 

India 

symbol 

of 

therapy! 


Ilosone®  is  better  absorbed— It  provides  high,  long-lasting  levels  of  antibacterial  activity- 
two  to  four  times  those  of  other  erythromycin  preparations— even  on  a full  stomach.  Ilosone  is 
bactericidal— It  provides  bactericidal  action  against  streptococci,  pneumococci,  and  some 
strains  of  staphylococci.  Ilosone  activity  is  concentrated— It  exerts  its  greatest  activity 
against  the  gram-positive  organisms— the  offending  pathogens  in  most  common  bacterial  infec- 
tions of  the  respiratory  tract  and  soft  tissues. 


The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg.  per  pound  every 
six  hours;  for  children  twenty-five  to  ffty  pounds,  125  mg.  every  six  hours.  For  adults  and  for  chil- 
dren over  ffty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours.  In  more  severe  or  deep-seated 
infections,  these  dosages  may  be  doubled.  Ilosone  is  available  in  three  convenient 
forms:  Pulvules®— 125  and  250  mg.*;  Oral  Suspension— 125  mg.*  per  5-cc.  teaspoon- 
ful; and  Drops— 5 mg.*  per  drop,  with  dropper  calibrated  at  25  and  50  mg. 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  Ilosone®  (erythromycin  estolate,  Lilly)  *Base  equivalent 


Ilosone  works  to  speed  recovery 
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Day  and  night- 
ies wheezing, 
coughing,  labored 
respiration  in 
chronic  bronchitis 
ail  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HC1  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 


Before  prescribing  be  sure  to  consult  Winthrop’a 
literature  for  additional  information  about  dos- 
age, possible  side  effects  and  contraindications. 

ISUPREL 

compound 

ELIXIR 


LABORATORIES 
New  York  18,  N.Y, 

ISUPREL  AND  LUMINAL,  TRADEMARKS  REG.  U.  S.  PAT.  OFF, 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital.  Vs,  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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gratifying 
relief 

in  bronchial 
asthma 


msurpassed  for  total  patient  benefits 


V 

Triamcinolone  Lederle 


With  ARISTOCORT,  asthma- 
tic patients  obtain  sustained 
relief  of  wheezing , dyspnea , 
and  spasmodic  coughing.  It  is 
of  particular  value  in  amelio- 
rating severe  attacks  that 
may  have  serious  sequelae. 
With  ARISTOCORT,  many  pa- 
tients who  might  otherwise  be 
invalids  are  able  to  continue 
their  customary  livelihoods 
or  maintain  their  regular 
household  activities.  Yet 
this  symptomatic  relief  is 
not  often  accompanied  by  the 
hormonal  collateral  effects 
—sodium  retention,  edema, 
emotioned  disturbance, 
insomnia,  voracious  appetite  -s 
that  so  often  have  been  a 
deterrent  to  steroid  therapy . 


SUPPLIED:  Scored  tablets  (three  strengths), 
syrup  and  parenteral.  Request  complete 
information  on  indications,  dosage, 
precautions  and  contraindications  from 
your  Lederle  representative,  or  write  to 
Medical  Advisory  Department. 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York 


SCHWENK 


Goliath  David 


Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Against  the  formidable  and  ubiquitous  Staphylococcus  aureus, 
PANALBA*  gives  you  a powerful  weapon.  PANALBA  is  a selective 
combination  of  novobiocin  (for  its  unique  effectiveness  against 
staph)  and  tetracycline  (for  its  breadth  of  coverage).  From  the  outset, 
your  treatment  has  broader  antibacterial  coverage  resulting  from 
the  simultaneous  administration  of  two  antibiotics  that  complement 
each  other.  They  were  carefully  chosen  for  this  purpose. 

That  is  why  PANALBA  offers  excellent  chances  for  therapeutic  success. 

^TRADEMARK,  REG.  U.S.  PAT.  OFF. 

COPYRIGHT  1962.  THE  UPJOHN  COMPANY 


Inhibiting  effects  of  smoke  constituents 
on  Ciliary  Function 

Phenolic  components  in  the  smoke  from 
various  types  of  cigarettes 

Effects  of  selective  filtration  of  Phenol 
by  an  improved  Micronite  Filter 
treated  with  PFA-17 

Introduction  of  the  KENT  Micronite  filter  in  1952  marked  a notable 
achievement  of  Lorillard  research  and  led  to  widespread  consumer  pref- 
erence for  filter  cigarettes.  Continuing  scientific  studies  conducted  at 
Lorillard  Research  Laboratories  encompass  rigorous  investigation  of  cig- 
arette smoke  composition,  modification  of  smoke  by  effective  filtration, 
and  effects  of  smoke  per  se  as  well  as  of  its  specific  constituents.  The  most 
recent  outcome  of  such  research  is  an  improved  KENT  Micronite  filter 
with  enhanced  ability  to  remove  selectively  specific  undesirable  compo- 
nents of  smoke.  A brief  summary  of  research  which  led  to  this  develop- 
ment is  given  below  for  the  information  of  those  who  may  be  interested. 

Studies  of  Effects  of  Smoke  on  Ciliary  Function 

Various  materials  including  cigarette  smoke  have  been  reported  to  in- 
hibit ciliary  function.  Cilia  are  microscopic  hairs  projecting  from  spe- 
cialized cells  found  in  a wide  variety  of  organisms.  Cilia  beat  in  rhythmic 


unison  to  create  wave-like  motion.  The  effect  of  these  sweeping  move- 
ments is  to  propel  surrounding  fluids  steadily  in  one  direction.  In  man,  as 
in  other  animals,  cilia  of  the  respiratory  tract  are  associated  with  secretorv 
cells  which  provide  a thin  film  of  mucus  that  is  kept  flowing  by  ciliary 
action.  Inhaled  foreign  particles  become  trapped  in  the  mucus  or  on  its 
surface.  The  biological  function  of  respiratory  cilia  is  to  transport  foreign 
particles  away  from  the  lung  area  on  steadily  flowing  mucus  currents. 

Ciliated  cells  of  various  organisms  are  physiologicallv  quite  similar. 
Ciliated  tissues  from  the  mouth  and  esophagus  of  the  frog  have  tradition- 
ally been  used  in  studies  of  ciliary  function.  Lorillaixl  researchers  devel- 
oped a carefully  standardized  technique  for  study  of  ciliated  tissues  of  the 
frog  exposed  to  various  environmental  conditions,  such  as  cigarette  smoke. 

In  these  studies,  the  tissue  preparation  is  placed  in  the  exposure  chamber 
of  a specially  designed  instrument  through  which  laboratory  air  or  smoke 
is  drawn  in  calibrated  volumes.  The  tissue  is  first  exposed  to  laboratory 
air  and  at  the  end  of  a 30-minute  equilibration  period  is  transferred  to  a 
humidified  observation  chamber  and  placed  under  a microscope  at  30x 
magnification.  Fine  carbon  particles  placed  at  one  end  of  the  tissue  flow 
toward  the  opposite  end  and  give  a visual  determination  of  the  rate  of 
mucus  flow,  an  index  of  ciliary  action.  The  time  required  for  particles  to 
flow  2.5  mm.  is  recorded  as  the  norm  or  control  rate.  The  tissue  is  then  ex- 
posed to  measured  puffs  from  a test  cigarette  and  again  observed  under 
a microscope  to  measure  the  rate  of  mucus  flow  after  exposure.  Compar- 
ison of  the  control  rate  with  the  exposure  rate  of  mucus  flow  gives  a 
measurement  of  the  inhibiting  effect  of  smoke  on  ciliary  function. 

Accurate  Analysis  of  Phenol  Content  of  Smoke 

Numerous  investigators  have  reported  the  presence  of  phenolic  com- 
pounds in  cigarette  smoke.  Lorillard  researchers  have  studied  phenol  and 
other  smoke  constituents  for  a number  of  years.  This  research  was  greatly 
accelerated  in  1960  when  Lorillard  scientists  perfected  a rapid,  accurate 
method  for  quantitative  measurement  of  phenol  in  smoke,  employing  gas 
chromatography  and  phenol  labeled  with  Carbon  14.  A number  of  phe- 
nolic compounds  were  identified  in  cigarette  smoke,  but  phenol  itself  was 
the  major  chemical  component  of  the  group. 

Investigation  established  that  about  80%  of  the  phenol  in  smoke  occurs 
in  the 'particulate  matter,  the  rest  in  the  gaseous  phase.  Tests  of  popular 
cigarette  brands  showed  marked  variations  in  phenol  content  of  the 
smoke.  Unfiltered  smoke  contains  2 to  4 parts  of  phenol  per  thousand 
parts  of  “tar.”  Filtered  smoke  is  significantly  lower  in  phenol  content,  but 
substantial  differences  in  screening  efficiency  of  various  filters  were  ap- 
parent. The  range  is  indicated  by  the  following  table  of  quantitative  tests 
on  three  popular  brands  of  cigarettes: 


Micrograms  of  Phenol  per  cigarette 


A leading  non-filter  brand 
A leading  filter  brand 
KENT  with  Micronite  Filter  (untreated) 

Mechanisms  of  Phenol  Reduction  in  Cigarette  Smoke 

Employing  a rapid  technique  of  accurate  phenol  analysis,  and  using  frog 
tissues  as  sensitive  test-organs,  Lorillard  researchers  initiated  comparative 
studies  under  the  observation  of  an  independent  biologist  of  cilia-de- 
pressing  effects  of  the  smoke  from  various  types  of  cigarettes.  Repeated  ob- 
servations of  rates  of  mucus  flow  in  excised  esophageal  tissue  of  the  frog 
consistently  gave  the  same  result:  the  more  phenol  in  the  smoke,  the  greater 
the  slowdown  of  mucus  transport,  reflecting  depression  of  cilia.  This  un- 
expected finding  indicated  that  cilia  depression  is  not  a non-specific  effect 
of  smoke  per  se,  but  a reaction  to  a specific  type  of  chemical  compound. 

Certain  filters,  such  as  the  KENT  Micronite  filter,  screened  out  more 
phenol  than  could  be  accounted  for  by  the  volume  of  particulate  matter 
and  gases  removed.  Researchers  theorized  that  some  mechanism  for  selec- 
tive filtration  of  phenol  probably  existed,  and  that  selective  removal  of 
phenolic  irritants  might  be  potentiated  by  a filter  of  more  efficient  design. 
A physicochemical  mechanism  which  could  make  phenol  accessible  for 
selective  filtration  was  postulated  as  follows: 

Vapor  components  of  smoke  condense  on  a solid  nucleus,  such  as  a carbon 
particle  or  ash  fragment  in  the  gas  stream  of  a burning  cigarette.  In  the 
same  manner,  water  vapor  condenses  on  a dust  particle  to  form  a rain- 
drop. Heterogeneous  vapors  condense  upon  a nucleus  in  inverse  order 
to  their  volatility.  The  resulting  spherical  particle  is  composed  of  con- 
centric strata,  with  the  least  volatile  materials  at  the  core  and  the  most 
volatile  substances  at  the  surface.  Phenol,  a relatively  volatile  compound, 
would  be  expected  to  be  concentrated  on  the  surface  of  a particle  and  to 
be  susceptible  to  easy  removal  by  appropriate  materials. 

Selective  Removal  of  Phenol  by  a New  Micronite 
Filter  Containing  a Phenol-Combining  Additive 

Phenol  enters  readily  into  innumerable  chemical  unions.  Lorillard  re- 
searchers sought  a compound  which  would  combine  with  and  capture 
phenol,  and  be  safe  and  effective  as  a filter  ingredient.  Many  compounds 
were  studied  and  tested.  One  bearing  laboratory  designation  PFA-17 
satisfied  the  most  exacting  criteria  and  was  immediately  tested  with 
KENT’s  Micronite  filter. 


105  meg. 
35  meg. 
24  meg. 


The  effectiveness  on  mucus  flow  of  the  new  Micronite  filter  with  PFA-17 
compared  with  other  brands  is  shown  on  the  following  chart: 

MUCUS  FLOW  RATE 

Relationship  of  phenol  to  inhibition  of  ciliary  function 


Phenol 

(micrograms  Relative  Rate  of  Mucus  Flow 

per  cigarette) 


Tissue  exposed  to 

laboratory  air 

— 

Cigarette  A (filter) 

34 

33 

(basal  rating) 

Cigarette  B (filter) 

35 

33 

Cigarette  A (non-filter) 

104 

17 

Cigarette  B (non-filter) 

108 

17 

KENT  Micronite 

24 

filter  (untreated) 

New  KENT  Micronite 

12 

filter  with  PFA-17 

It  will  be  seen  that  under  the  described  conditions  of  the  experiment  there 
is  a direct  relationship  between  the  reduction  of  cilia  depression  ( reflected 
in  mucus  flow  rate)  and  the  reduction  in  phenol  content  of  smoke.  An 
arbitrary  index  rating  of  100  is  given  to  the  flow  rate  of  tissue  exposed  to 
air;  decrements  in  flow  rate  following  exposure  to  smoke  are  measured 
on  this  scale.  The  mucus  flow  rate  of  tissue  exposed  to  smoke  from  the  new 
Micronite  filter  is  essentially  the  same  as  when  cilia  are  exposed  to  labora- 
tory air.  Under  identical  conditions,  exposure  to  smoke  of  a leading  filter 
cigarette  results  in  an  approximate  67%  slowdown  of  mucus  flow,  and 
exposure  to  a leading  non-filter  cigarette  results  in  an  83%  slowdown. 

Lorillard  research  has  established  that  phenol  is  the  major  constituent  of 
the  phenolic  group  of  compounds  in  cigarette  smoke  which  depress  ciliary 
propelled  mucus  flow.  A highly  effective  method  of  selective  filtration  of 
phenols  by  addition  of  a phenol-combining  agent  to  an  acetate  filter  is 
reported.  KENT  cigarettes  contain  the  new  Micronite  filter  with  PFA-17, 
pursuant  to  Lorillard  policy  of  continuous  improvement  of  products 
through  research. 


P.  LORILLARD  RESEARCH  LABORATORIES 


If  you've  been  thinking 
of  adding  your 
own  x-ray  service . . . 


get  the 


PRACTICAL  PLAN 

from  your  G-E  man  . . . 

He  gives  y ou  more  than  a “makeshift”  layout! 

Your  G-E  x-ray  representative  works  with 
all  kinds  of  installations.  He  can  judge  the 
type  of  equipment  best  suited  to  the  demands 
of  your  practice  and  can  help  you  plan  its 
most  efficient  arrangement.  His  detailed  lay- 
out will  take  full  advantage  of  dozens  of 
time-and-money-saving  details  — including 
suggestions  on  electric  power  and  wiring 
requirements,  x-ray  protective  needs,  dark- 
room plumbing  and  accessories,  plus  many 
other  recommendations  to  insure  a com- 
pletely efficient  installation. 

Your  G-E  man  has  earned  a reputation 


among  x-ray  users  as  “the  man  who  knows 
x-ray.”  What’s  more,  he’s  backed  by  a full- 
time staff  of  specialists  in  the  layout  and 
design  of  x-ray  installations.  With  this 
kind  of  help  you  can  efficiently  add  x-ray  to 
your  practice.  An  obligation-free  survey  to 
start  your  practical  plan  can  be  had  by  phon- 
ing your  G-E  man  at  any  office  shown  below. 

MAXISERVICE®  X-ray  Rental  opens  the 
way  to  new  x-ray  equipment  without  capital 
investment.  We  will  gladly  show  you  how  it 
provides  equipment  of  your  choice  on  a “pay- 
as-you-go”  basis,  for  a modest  monthly  fee. 


Progress  Is  Our  Most  Important  Product 

GENERAL  HI  ELECTRIC 
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CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 
PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 
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....the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  14  (16  mg.)  or  gr.  Vi  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  * 


gr.  Vs 


gr.  Va 


gr.  Vz 


gr-  1 


* Available  on  oral  prescription  where  State  law  permits.  Subject  to  Federal  Narcotic  Regulations. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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On  Medicare 

To  the  Editor: 

The  AMA’s  success  in  delaying  the  administra- 
tion’s expansion  of  Medicare  to  include  the 
aged  has  identified  our  national  governing  body 
as  a political  force  — political,  like  it  or  not.  As 
a political  body,  conservative  as  opposed  to  lib- 
eral. Some  say  Republican  as  opposed  to  Demo- 
crat. 

No  less  of  an  authority  than  The  Wall  Street 
Journal  (7-24-62,  “Doctors  & Politics”)  has 
named  a splinter  group  of  the  AMA,  describing 
its  relation  and  purpose:  The  American  Medical 
Political  Action  Committee  (AMPAC). 

The  voice  of  big  business  compares  the  AMA 
to  the  AFL-CIO,  and  its  AMPAC  to  COPE  (the 
AFL-CIO  Committee  on  Public  Education). 

The  time  has  come  and  none  too  soon  for  the 
AMA  ( House  of  Delegates,  et  al ) to  cast  a sober 
eye  at  its  program  from  this  day  hence. 

We  as  members  of  a now  accredited  political 
body  must  realize  that  should  the  AMA  not 
promptly  elect  to  divorce  itself  from  politics, 
that  for  all  purposes  the  AMA  and  we  as  poli- 
ticians cannot  be  libeled,  and  that  we  can  expect 
no  privacy,  our  patients  no  privilege.  This  situa- 
tion will  thus  be  as  bad  for  the  physician  and 
patient  as  socialized  medicine  would  be  for  the 
American  public. 

It  is  proposed  that  the  House  of  Delegates  be 
called  in  special  session  immediately  to  pass  our 
“Hatch  Act,”  and  that  the  limitations  thus  im- 
posed include  appointive  and  elective  members 
of  medicine  at  the  national  level;  that  AMPAC 
be  made  entirely  independent  and  self-sustain- 
ing; better  yet,  that  it  be  summarily  disbanded. 
To  deny  this  cancer  now  is  not  enough. 

As  the  AMA  bows  out  of  politics,  certain  pro- 
nouncements are  in  order: 

American  Medicine's  Manifesto 

Organized  medicine  is  a participant  in  Medi- 
care for  the  military  dependents  and  a compan- 
ion program,  the  Federal  Employees  Insurance. 
We  have  long  since  provided  for  our  patients 
through  our  own  insurance  cooperative.  This  we 
sponsor,  endorse,  and  have  programmed  from  its 
inception.  Organized  medicine  has  also  coop- 
erated willingly  and  freely  in  the  private  insur- 
ance programs  that  function  under  these  acts, 
where  the  government  contract  has  been  let  to 
those  private  enterprises. 


Correspondence 

Medicine  — organized  medicine  or  individual 
private  physician  — does  not  oppose  Medicare. 
We  do  not  oppose  private  insurance. 

Medicine  does  not  oppose  health  and  accident 
programs  including  Medicare  and  its  expansion 
to  include  the  aged.  We  pointed  to  the  public 
need.  We  pioneered  such  programs.  We  were  the 
first  to  recognize  the  value  of  same  to  our  pa- 
tients. 

The  AMA  and  your  personal  physician  have 
only  one  objection  to  the  administration’s  pro- 
gram to  expand  Medicare  to  include  the  aged. 
This  is  the  change  that  the  Department  of 
Health,  Education,  and  Welfare  propose  in  their 
plan:  that  of  federal  operation  of  same,  namely, 
federal  medicine.  This  bureau  wants  to  run  us. 
Such  objection  is  on  a basis  of  our  continued 
opposition  to  state  medicine,  as  state  medicine 
has  always  been  proven  as  not  in  the  interest  of 
our  patients. 

We  do  not  pose  as  economists  or  financiers  or 
even  good  business  men,  nor  are  we  politicians. 
Therefore,  whether  the  money  to  pay  for  the 
expansion  of  Medicare  to  include  the  aged  is 
paid  for  by  direct  taxes,  prepaid,  as  in  the  social 
security  approach  or  by  other  means  such  as 
Kerr-Mills,  this  determination  we  in  the  future 
will  leave  to  business  men  to  discuss,  but  the 
whims  of  the  politician  to  determine. 

In  the  word  and  spirit  of  our  free  system,  I 
give  you  pertinent  excerpts  from  the  Oath  of 
Hippocrates: 

I will  follow  that  system  of  regimen  which, 
according  to  my  ability  and  judgment,  I con- 
sider for  the  benefit  of  my  patients,  and  ab- 
stain from  whatever  is  deleterious  and  mis- 
chievous. May  it  thus  therefor  be  granted  to 
each  of  us  “to  enjoy  life  and  the  practice  of 
the  art,  respected  by  all  men,  in  all  times.” 

Medicine,  by  tradition  the  present  American 
way,  provides  for  patients’  freedom  in  choice  of 
physician.  Such  guarantees  individual  dignity. 
We  participate  willingly  in  such,  we  endorse 
same.  We  champion  our  patients’,  the  American 
public’s,  medical  freedom. 

We  physicians  and  surgeons  oppose  federal  or 
state  medicine  today.  We  will  oppose  it  or  any 
other  encroachment  on  our  patients’  rights  and 
privileges  in  the  future. 

Norman  A.  Ross,  M.D. 
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DOCTOR’S  OFFICES 


We  are  offering  most  unusual  medical  suites,  located  in  a bustling 
business  area  adjacent  to  fine  residential  districts.  The  offices  have 
a distinctive  decor,  with  a distinguished  yet  friendly  atmosphere  in 
which  to  conduct  your  practice. 


. . . SHARE  IN  THE  OWNERSHIP . . . 

There  are  few  opportunities  of  this  kind  in  metropolitan  Phoenix. 
Although  the  facilities  are  deluxe  in  nature,  they  will  be  leased  at 
no  more  than  the  going  rates  for  average  office  space.  In  addition, 
you  are  given  the  opportunity  to  share  in  the  project's  equity. 


For  Additional  Information  or  Personally  Conducted  Visit 


i^oifal  Propertied,  Jhtc. 


4808  North  Central  Avenue 


AM  4-3434 


November,  1962 


59A 


Imagine  your  Convalescence  in  this  Picture 


Note  the  Executone  Intercom  to  the  Nurses  Station;  for  your  Radio  or  T.V. 
for  your  Instant  Attention;  Living  Room  Decor  with  pull  down  Reading 
Lamps  and  Modern  Lounge  Furniture;  Private  Phone;  Bright  but  Soft  Color 
combinations  with  cheerful  window  drapes. 

AROUND  THE  CLOCK  REGISTERED  NURSE  SERVICE 
ADMISSION  BY  REFERRAL  OF  YOUR  DOCTOR  OF  MEDICINE 


COST?  — A modest  $14.00  per  day  is  the  starting  rate. 


Phone  or  Write 


WHITE  ANGEL  INN 


CONVALESCENT 

□□  INN  □□ 
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277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 
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LOMOTIL 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

ANTIDIARRHEAL 
TABLETS  and  LIQUID 
lowers  motility  / relieves  cramping 


/ controls  diarrhea 


Roentgenographic  studies  by  Demeulenaere1  estab- 
lished that  a single  dose  of  10  mg.  of  Lomotil  slowed 
gastrointestinal  transit  within  two  hours  and  that 
it  maintained  its  decelerating  activity  for  more 
than  six  hours. 

In  diarrhea  this  lowered  propulsion  permits  a 
physiologic  absorption  of  excess  fluid,  lessens 
frequency  and  fluidity  of  stools  and  gives  safe, 
selective,  symptomatic  control  of  most  diarrheas. 
Concurrently,  it  conserves  electrolytes  and  controls 
cramping. 

Investigators  have  found  the  antidiarrheal  action 
of  Lomotil  not  only  “excellent”2  but  “efficacious3 
where  other  drugs  have  failed.  . . 

DOSAGE:  For  adults  the  recommended  initial  dosage 
is  two  tablets  (2.5  mg.  each)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  under  control. 
Maintenance  dosage  may  be  as  low  as  two  tablets 
daily.  For  children  daily  dosages,  in  divided  doses, 
range  from  3 mg.  (V2  teaspoonful  three  times  daily) 
for  infants  3 to  6 months  to  10  mg.  (1  teaspoonful 


five  times  daily)  for  children  8 to  12  years.  Lomotil 
is  supplied  as  unscored,  uncoated  white  tablets  of 
2.5  mg.  and  as  liquid  containing  2.5  mg.  in  each 
5 cc.  A subtherapeutic  amount  of  atropine  sulfate 
(0.025  mg.)  is  added  to  each  tablet  and  each  5 cc. 
of  the  liquid  to  discourage  deliberate  overdosage. 
The  recommended  dosage  schedules  should  not 
be  exceeded. 

NOTE:  Lomotil  is  an  exempt  narcotic  preparation. 

Descriptive  literature  and  directions  for  use  de- 
tailed in  Physicians’  Product  Brochure  No.  81 
available  from  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastrointestinal,  Acta  Gastroent. 
Be Ig.  2I.-674-680  (Sept. -Oct.)  1958. 

2.  Kasich,  A.  M.:  Treatment  of  Diarrhea  in  Irritable  Colon,  Including  Preliminary  Ob- 
servations with  a New  Antidiarrheal  Agent,  Diphenoxylate  Hydrochloride  (Lomotil), 
Amer,  J.  Gastroent.  35:46-49  (Jan.)  1961. 

3.  Weingarten,  B.:  Weiss,  J.,  and  Simon,  M.:  A Clinical  Evaluation  of  a New  Anti* 
diarrheal  Agent,  Amer.  J.  Gastroent.  35.628-633  (June)  1961. 


e.  d.  SEARLE  & co. 

Research  in  the  Service  of  Medicine 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 


Creamalin * 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period ”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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BOARD  OF  MEDICAL  EXAMINERS 
STATE  OF  ARIZONA 

The  Board  of  Medical  Examiners  of  the  State  of 
Arizona,  at  a regular  meeting  held  Saturday, 
July  21,  1962,  issued  certificates  to  practice  medi- 
cine and  surgery  in  this  state  to  the  following 
doctors  of  medicine: 

Alway,  James  Douglas  (OALR),  323  S.  Lin- 
coln, Aberdeen,  South  Dakota. 

Anderson,  Robert  Milton  (CaS),  1613  N.  Tuc- 
son Blvd.,  Tucson,  Arizona. 

Baker,  Howard  Robert  Jr.  (Or),  435  N.  Rox- 
bury  Dr.,  Beverly  Hills,  California. 

Baldauf,  James  August  (GP),  1001  N.  Swan 
Road,  Tucson,  Arizona. 

Bjorklund,  Carl  Raymond  (PM-R),  Mayo 
Clinic,  Rochester,  Minnesota. 

Bolton,  Vernon  Lowell  (R),  800  E.  Pikes 
Peak  Ave.,  Colorado  Springs,  Colorado. 

Bronn,  Jorge  H.  Gaytan  (GP),  1140  Eighth 
St.,  Douglas,  Arizona. 

Brooks,  Charles  John  (ALR),  2144  N.  Mar- 
engo Ave.,  Altadena,  California. 

Cohen,  Allan  Ira  (I-Ca),  2021  North  Central 
Ave.,  Phoenix,  Arizona. 

Collier,  Harry  Allan  (ObG),  750  North 
Country  Club  Rd.,  Tucson,  Arizona. 

Curtin,  John  William  ( GP),  333  West  Thomas 
Road,  Phoenix,  Arizona. 

De  Marco,  John  James  (ObG),  212  West  6th 
Street,  Erie,  Pennsylvania. 

Dixon,  Thomas  Woolstone  (S),  Madera  Coun- 
ty Hospital,  Madera,  California. 

Ehling,  Leland  Rex  (Pd),  161  West  Alameda, 
Tucson,  Arizona. 

Feinberg,  Jonathan  Frome  (GP),  4243  North 
24th  Street,  Phoenix,  Arizona. 

Forbes,  Wilfred  Wyman  (GP),  Magma  Cop- 
per Hospital,  Superior,  Arizona. 

Foreman,  Thomas  Matthew  (I),  116  North 
Tucson  Blvd.,  Tucson,  Arizona. 

Freund,  Carl  Joseph  (I),  800  North  1st  Ave., 
Phoenix,  Arizona. 

Gilbert,  Donald  Earl  (GP),  6093  Fulton, 
Mayville,  Michigan. 

Gillespie,  William  Marvin  (GP),  926  E.  Mc- 
Dowell Road,  Phoenix,  Arizona. 

Gonzalez,  Mario  Humberto  (GP),  41  East 
Jackson  Street,  Tucson,  Arizona. 

Grigg,  Walter  Kingsley  (GP),  718  E.  Bethany 
Home  Rd.,  Phoenix,  Arizona. 
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Grothaus,  Edward  Bernard  (GS),  1319  Pink- 
ham  Rd.,  Visalia,  California. 

Hanson,  Harris  D.  (Or),  402  Avenue  C West, 
Bismarck,  North  Dakota. 

Hawkins,  Lynn  Koehler  (I),  138  East  Stet- 
son Dr.,  Scottsdale,  Arizona. 

Holden,  William  Bourdon  (P),  801  South 
Prudence  Rd.,  Tucson,  Arizona. 

Holland,  Charles  Robert  (OPH),  1313  North 
2nd  Street,  Phoenix,  Arizona. 

Howland,  Donald  Everett  (Anes),  1313  North 
2nd  Street,  Phoenix,  Arizona. 

Hurdle,  John  Frank  (GP),  530  West  10th 
Street,  Mesa,  Arizona. 

Jabczenski,  Marion  Anthony  (R),  Maricopa 
County  General  Hospital,  Phoenix,  Arizona. 

Jacobs,  Walter  Leonard  Jr.  (GP),  P,  O.  Box 
326,  Cave  Creek,  Arizona. 

Johnson,  Mary  Ellen  (I),  9219  North  13th 
Street,  Phoenix,  Arizona. 

Kruchek,  Thomas  Francis  (P),  5051  North 
34th  St.,  Phoenix,  Arizona. 

McCauley,  Thomas  Edward  (GP),  2919 
North  56th  Street,  Phoenix,  Arizona. 

McFarland,  Jack  Omar  (PI),  430  Morris, 
S.E.,  Grand  Rapids,  Michigan. 

McKinstry,  John  William  Jr.  (GP),  310  West 
Hatcher  Rd.,  Phoenix,  Arizona. 

Martinez,  Evaristo  Marianno  (R),  VAC,  P. 
O.  Box  73,  Whipple,  Arizona. 

Mathews,  William  Allen  (Anes),  5950  Caballo 
Drive,  Scottsdale,  Arizona. 

Miller,  Harry  Johnson  ( I-Hematology ),  201 
9th  Street,  Wilmette,  Illinois. 

Miller,  John  B.  (GP),  2522  East  Culver  St., 
Phoenix,  Arizona. 

Milliron,  Joseph  Wendell  (GP),  216  Alle- 
gheny Ave.,  Kittanning,  Pennsylvania. 

Minnig,  Darrell  Roy  (GS),  15  East  Monroe 
St.,  Phoenix,  Arizona. 

Molthan,  Marian  Emilie  (PDC),  1033  E.  Mc- 
Dowell Road,  Phoenix,  Arizona. 

Naifeh,  George  S.  Jr.  (GP),  4550  N.  51st 
Avenue,  Phoenix,  Arizona. 

Nauth,  Bernard  Spencer  (GP),  6108  Ridge- 
way Road,  Edina,  Minnesota. 

Oakley,  John  Edward  (GS-GP),  533  West 
Gurley  Street,  Prescott,  Arizona. 

Pickering,  Bryant  Irving  (I-Endo),  550  West 
Thomas  Road,  Phoenix,  Arizona. 

Ruland,  Maurice  Boyd  (P),  2533  East  Fill- 
more, Phoenix,  Arizona. 

Schabarum,  Bruno  Karl  (I),  Maricopa  Coun- 
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ty  General  Hospital,  Phoenix,  Arizona. 

Schecter,  John  Anthony  Arvin  (Anes),  140 
East  Tuckey  Lane,  Phoenix,  Arizona. 

Shanahan,  Daniel  Francis  (D),  Box  491, 
USAF  Hospital,  Travis  AFB,  California. 

Shiels,  Thomas  Victor  (I),  VAC,  P.  O.  Box 
15,  Whipple,  Arizona. 

Silverthorne,  John  Diener  (GP),  Camp  Ver- 
de Clinic,  Camp  Verde,  Arizona. 

Tan,  Luis  Sio  (Pd-PDA),  1313  North  2nd  St., 
Phoenix,  Arizona. 

Welsh,  John  Sheaff  (Pd),  1710  West  Wetmore 
Drive,  Tucson,  Arizona. 

Wolski,  Adam  (ObG),  1328  - 20th  St.,  N.E., 
Canton,  Ohio. 

Wright,  Leonard  Albert  (Pd),  4950  East 
Thomas  Road,  Phoenix,  Arizona. 


Location  Opportunities 
In  Arizona 

Ashfork  — Population  700.  North  centrally  lo- 
cated — Railroad  center.  Contact  the  Women’s 
Club,  Ashfork,  Arizona. 

Bagdad— Population  approximately  2,000.  Op- 
portunity for  GP  who  is  willing  and  able  to  do 
obstetrics  and  general  surgery.  Mining  commu- 
nity. New  12-bed  hospital.  Excellent  income  pos- 
sibilities with  initial  guarantee.  Second  doctor 
needed  due  to  increased  volume  of  work.  Excel- 
lent housing  and  schools.  Contact  William  E. 
Gorder,  M.D.,  Bagdad  Hospital,  Bagdad,  Ari- 
zona. 

Coolidge  — Excellent  opportunity  for  a GP. 
Population  5,000,  in  addition  to  servicing  sur- 
rounding farm  area.  Nearest  hospital  located  in 
Florence,  approximately  nine  miles  from  Cool- 
idge. Currently  five  physicians  serving  the  area. 
Office  facilities  and  most  equipment,  including 
X-ray,  available  on  rental  basis  from  local  M.D. 
Contact  James  H.  Boyd,  M.D.,  291  West  Wilson 
Avenue,  Coolidge,  Arizona. 

El  Mirage  — Population  2,000.  Including  the 
trading  areas  of  Surprise,  Youngtown,  Peoria  and 
Luke  Air  Base,  the  population  is  estimated  at 
7,000  to  8,000.  Opportunity  for  a GP  due  to 
retirement  of  doctor  currently  serving,  with  the 
possibility  of  school  service.  Climate  is  excellent, 
warm  and  dry.  Office  facilities  are  available  in 
the  areas  surrounding  El  Mirage  from  Glendale 


9 miles  to  the  east,  and  Wickenburg  35  miles 
to  the  west.  Only  two  doctors  service  this  com- 
munity. The  need  for  a GP  and/or  surgeon  is 
very  real  and  one  should  do  very  well.  Write 
Mr.  H.  Faulkner,  Town  Clerk,  Town  of  El 
Mirage,  El  Mirage,  Arizona. 

Eloy  — Need  a doctor  of  medicine,  preferably 
a GP.  Population  of  4,000  in  farming  community 
with  several  small  towns  nearby.  Located  ap- 
proximately midway  between  Phoenix  and  Tuc- 
son. Contact  H.  Howard  Holmes,  M.D.,  Eloy 
Medical  Center,  Eloy,  Arizona. 

Globe— Population  10,000.  Including  the  min- 
ing and  cattle  area  of  Miami,  Superior,  Ray, 
Hayden,  Winkleman,  Payson  and  San  Carlos,  the 
population  is  estimated  at  30,000.  Located  about 
two  hours  by  car  from  either  Tucson  or  Phoenix. 
No  ENT  man  in  the  area.  Ideal  climate,  with  the 
best  area  for  outdoor  activities.  Contact  Eugene 
R.  Rabogliatti,  D.D.S.,  149  South  Broad  Street, 
Globe,  Arizona,  or  A.  J.  Bosse,  M.D.,  245  South 
Hill  Street,  Globe,  Arizona. 

Miami  — Opportunity  for  GP  — Industrial  hos- 
pital staffed  by  seven  doctors  who  care  for  per- 
sonnel and  families  of  those  who  work  for  the 
three  principal  mining  companies.  Community 
served  by  many  mining  and  ranching  interests. 
Contact  R.  V.  Horan,  M.D.,  Miami  Inspiration 
Hospital,  Miami,  Arizona. 

Morenci  — Mining  community  near  New 
Mexico-Arizona  border.  Population  10.000.  Va- 
cancy at  hospital  for  GP.  Contact  C.  H.  Gans, 
M.D.,  Morenci  Hospital,  Morenci,  Arizona. 

Page  — Population  growing  rapidly  at  the  site 
of  the  new  Glen  Canyon  Dam  Project.  Current 
estimates  are  6,000  to  8,000  total.  Only  one  M.D. 
is  now  located  in  Page  and  he  has  facility  avail- 
able. Located  about  90  miles  north  of  Flagstaff. 
Building  project  is  estimated  to  be  concluded 
in  ten  years.  Write  Ivan  W.  Kazan,  M.D.,  6th 
Avenue  & South  Navajo,  Page,  Arizona,  for  full 
details. 

Phoenix  — Need  GP  for  established  associate 
practice  who  will  take  night  calls.  Potential  part- 
ner considered.  Contact  Donald  L.  Fusco,  M.D., 
225  West  Hatcher  Road,  Phoenix,  Arizona.  Phone 
WI  3-7273. 

Phoenix  — Excellent  opportunity  for  Opthal- 
mologist  or  EENT  man  as  associate.  Contact  E. 
G.  Barnet,  M.D.,  907  Professional  Building, 
Phoenix,  Arizona. 

Phoenix  — State  Department  of  Health,  Child 
Development  Center.  Opportunity  for  doctor  of 
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medicine  ( Pd ) with  three  years  experience.  Male 
or  female.  Monthly  salary  $690  full  time.  Opera- 
tion includes  a doctor  of  medicine  (Pd);  two  or 
three  psychologists  on  a consultant  basis;  a psy- 
chiatric social  worker;  a teacher  specializing  in 
child  development;  and  clerical  people  as  re- 
quired. Scope:  Mentally  retarded  or  emotional 
problems  of  pre-school  children.  Contact  Mr. 
Thomas  Golden,  Arizona  Merit  System,  11  North 
17th  Avenue,  Phoenix,  Arizona.  Phone  AL  3-3189. 

Phoenix  — Due  to  expansion  of  the  Maternal 
Child  Health  Program  there  are  openings  for 
several  doctors  of  medicine  with  specialties  in 
Pediatrics  or  OB  (2  positions)  and  Respiratory 
Diseases.  Positions  open  include  Director,  Ma- 
ternal Child  Health  Program  ( Health  Officer 
III.);  Clinician,  Maternal  Child  Health  Program 
(Health  Officer  II);  (3)  Director,  Tuberculosis 
Control  Program  (H.  O.  IV).  Approximate  in- 
come is  $12,000  with  office  space  furnished.  Op- 
portunities in  both  Phoenix  and  Tucson.  For 
more  information  write:  Mr.  Robert  H.  Harker, 
Arizona  Merit  System,  State  Capitol  Building, 
Phoenix,  Arizona. 

Prescott— Unopposed  EENT  or  Opthamology 
practice.  95  miles  from  Phoenix,  with  year-round 
climate.  Excellent  for  asthmatics.  Population 
15,000  and  growing,  10,000  to  15,000  surround- 
ing. Hunting  and  fishing  area;  two  golf  courses. 
Retiree  collected  $26,000  without  surgery  first 
full  year.  Can  be  greatly  increased  with  surgery. 
Board  or  eligible.  Contact  Louis  A.  Packard, 
M.D.,  Box  69,  Prescott,  Arizona. 

Safford  — Population  4,648,  service  area  in- 
cludes Thatcher,  Pima,  Ft.  Thomas,  Solomon, 
total  population  14,045.  General  Practitioner 
needed  for  county  indigents.  Income  $15,000  to 
start,  with  raises.  Completely  furnished  office, 
40-bed  hospital  ( Safford  Inn  Hospital ) available 
for  County  Pts.;  excellent  year-round  golf  course, 
fishing,  hunting.  Would  like  to  obtain  doctor  as 
soon  as  possible.  Would  go  anywhere  in  the  state 
for  an  interview.  Contact  Harold  C.  Gates,  Clerk, 
Board  of  Supervisors,  Safford,  or  Thomas  W. 
Jensen,  M.D.,  District  Director,  702  Eighth  Ave- 
nue, Safford. 

Snowflake— Located  in  northeastern  Arizona. 
Seeking  a doctor  of  medicine.  Population  approx- 
imately 4,000.  Nearest  hospital  located  in  Show- 
low  19  miles  from  Snowflake.  Increased  lumber 
activity  anticipated.  Mormon  L.D.S.  community. 
Contact  F.  W.  Erickson,  D.D.S.,  Medical-Dental 
Clinic  Building,  Snowflake,  Arizona. 
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St.  Johns  — Need  a doctor  of  medicine,  pref- 
erably a GP  in  this  Northeastern  Arizona  com- 
munity. Population  is  approximately  2,000  with 
several  other  small  towns  in  general  area.  About 
20  miles  from  New  Mexico  in  White  Mountain 
foothills.  Excellent  schools.  Has  community  15- 
bed  hospital,  well  equipped,  with  doctor’s  office 
and  quarters  in  the  hospital.  Contact  Marguerite 
Heap,  City  Clerk,  City  Hall,  St.  Johns,  Arizona. 

Willcox  — GP  needed.  Population  is  approxi- 
mately 2,800,  with  service  area  including  San 
Simon,  Bowie,  Fort  Grant,  Pearce,  Cochise,  El- 
frida  and  all  farming  and  ranching  communities, 
total  population  about  5,200.  Located  only  80 
miles  from  Tucson.  Office  now  available.  Contact 
S.  Antillon,  M.D.,  124  West  Maley  Street,  Will- 
cox, Arizona. 

For  information  on  opportunities  in  the 
field  of  industrial  medicine,  contact: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona. 

Carl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hospi- 
tal, Miami,  Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospi- 
tal, San  Manuel,  Arizona. 

Unused  Polio  Funds  Given  for 
Enterovirus  Infections  Research 

From  $25,000  to  $30,000  in  remaining  funds 
from  the  Pima  County  polio  innoculation  pro- 
gram has  been  donated  to  The  University  of 
Arizona  for  research  in  the  study  of  enterovirus 
infections. 

A subcommittee  of  the  Pima  County  Polio 
Steering  Committee  determined  the  disposition 
of  the  unused  polio  funds.  Dr.  Clarence  H.  Kuhl- 
man,  president  of  the  Pima  County  Medical  So- 
ciety, was  chairman  of  the  committee. 

Other  members  of  the  group  were  Dr.  Philip 
( Continued  on  following  page) 
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( Continued  from  preceding  page) 

E.  Dew,  past  president  of  the  Pima  County  Pedi- 
atric Society;  David  F.  Brinegar,  executive  edi- 
tor, Arizona  Daily  Star;  Edward  E.  Galyon,  Tuc- 
son pharmacist;  and  Mrs.  John  L.  McVean,  re- 
gional vice  president,  Arizona  Congress  of  Par- 
ents and  Teachers. 

Dr.  Richard  A.  Harvill,  president  of  The  Uni- 
versity of  Arizona,  said  that  The  University  was 
delighted  to  receive  this  gift.  “This  is  an  oppor- 
tunity for  service  to  the  medical  profession,”  he 
said. 

Dr.  Harvill  added,  “It  complements  the  virus 
training  program  operated  by  The  University 
under  a grant  from  the  National  Institute  of 
Health.  We  hope  the  laboratory  will  be  in  opera- 
tion early  in  the  fall.” 

Arrangements  for  making  the  unused  polio 
funds  available  for  research  at  The  University 
of  Arizona  were  completed  with  the  cooperation 
of  Dr.  Hugh  C.  Thompson,  chairman  of  the 
Pima  County  Polio  Steering  Committee,  and  Dr. 
Frederick  J.  Brady,  director  of  the  Pima  County 
Health  Department. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 


A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 


POFFEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 


The  JremkliH 
Hospital 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

■367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


a maerf 

have  you  made  your 
contribution  to 
medical 
education? 

Whether  you  contribute  direct  to  your 
Alma  Mater  or  your  State  Association 
or  County  Medical  Society  or,  through 
the  American  Medical  Association  Edu- 
cation and  Research  Foundation- 

Why  not 
DO  IT  TODAY? 

omerican  medical  association 
education  and  research  foundation 

535  North  Dearborn  St.  Chicago  10,  111. 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  11th  year  of  scheduled  meetings.  Through  these 
Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  55,000  physicians 
have  had  the  opportunity  to  hear  and  question  authorities  on  important  advances  in  clinical 
medicine  and  surgery.  You  have  a standing  invitation  to  attend  any  of  these  Symposia  with 
your  wife  for  whom  a special  program  is  planned. 


SANTA  BARBARA,  CALIFORNIA 

Saturday,  November  3,  1962 
Santa  Barbara  Biltmore  Hotel 

INDIANAPOLIS,  INDIANA 

Wednesday,  November  7,  1962 
The  Marott  Hotel 

ANAHEIM,  CALIFORNIA 

Sunday,  November  11,  1962 
The  Disneyland  Hotel 

KNOXVILLE,  TENNESSEE 

Thursday,  November  15,  1962 
Hotel  Andrew  Johnson 

PHOENIX,  ARIZONA 

November  18,  1962 
Westward  Ho  Hotel 

NEW  CITY,  NEW  YORK 

Wednesday,  November  28,  1962 
Dellwood  Country  Club 


LOS  ANGELES,  CALIFORNIA 

November  29,  1962 
Ambassador  Hotel 

GRAND  RAPIDS,  MICHIGAN 

Saturday,  December  1,  1962 
Pantlind  Hotel 

NORFOLK,  VIRGINIA 

December  6,  1962 
Golden  Triangle  Motor  Hotel 

DENVER,  COLORADO 

Sunday,  January  13,  1963 
The  Cosmopolitan  Hotel 

FORT  SMITH,  ARKANSAS 

Tuesday,  January  15,  1963 
The  Holiday  Inn 

PORTLAND,  OREGON 

Thursday,  January  31,  1963 
The  Sheraton-Portland  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  23,  1963 
The  Anchorage  Westward  Hotel 

DETROIT,  MICHIGAN 

Wednesday,  February  27,  1963 
The  Sheraton-Cadillac  Hotel 

WILMINGTON,  DELAWARE 

Saturday,  March  9,  1963 
Delaware  Academy  of  Medicine 

HUNTSVILLE,  ALABAMA 

Thursday,  March  14,  1963 
The  Russel  Erskine  Hotel 

FARGO,  NORTH  DAKOTA 

Saturday,  March  16,  1963 
The  Frederick  Martin  Hotel 
(Moorhead,  Minn.) 

BELLINGHAM,  WASHINGTON 

Saturday,  March  23,  1963 
The  Hotel.  Leopold 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

HOME 

Approved  and  Recommended  by 

LOAHS 

Your  Insurance  Committee  and 
; Board  of  Directors 

5 3/4% 

☆ ☆ ☆ 

To  buy  a home  . . . 
Refinance  your  present- 
one  . . . 

A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

See  Lantz  & Co.  first 
for  your  home 
financing.  Chances  are 
you’ll  save  money  . . . 
get  faster  service,  too. 
Low-cost  monthly 
payment  home  loans 
for  as  much  as  $40,000 
with  terms  to  fit 

NATIONAL  CASUALTY  COMPANY 

your  needs. 

OF  DETROIT 

Call  or  Stop  in 
1 TODAY 

jj  your  home  loan 
^ can  be 
▼ arranged  quickly. 

☆ ☆ ☆ | 

For  Complete  Information  ; 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 

LANTZ 
& CO. 

655  N.  Scottsdale  Rd. 
SCOTTSDALE 

PIMA  COUNTY  REPRESENTATIVE  jJ 

946-5371 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE- PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


POST  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  - — - 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


V a uHi.'iiiij.u'.iyrcr 

PRINTING  • LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


No  offensive 
after-odor. 


For  Refreshing  Feminine  Daintiness . 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D. 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER 


DERALD  G.  MAY,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO, 


WILLIS  L.  STRACHAN,  M.D 


genera!  psychiatry  and  neuro! 
c h U d psych  i a 
p sy  choana 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 
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We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 
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Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 
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TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Rpcmirrpc  $785  Million 


CAN  YOU  GUARANTEE  THAT  YOU  WON’T 
BE  INVOLVED  IN  AN  ACCIDENT  TONIGHT? 

Of  course  not. 

But  WE  GUARANTEE  that  if  you  are  ever 
disabled  through  accident  or  sickness, 
we’ll  PAY  YOU  EACH  MONTH.  Wise  phy- 
sicians and  dentists  are  protecting  them- 
selves against  “Loss  of  Time”  with  us. 

For  full  details,  without  obligation,  send 
the  coupon  below  — TODAY! 

PHYSICIANS  MUTUAL  INSURANCE  COMPANY 

formerly 

Physicians  Casualty  and  Health  Associations 
“The  Doctors  Company” 

Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
1 1 5 So.  42nd  Street 
Omaha  31 , Nebraska 

Please  send  me  details  on  your  insurance  protection 
plans. 

NAME AGE 

ADDRESS 

CITY STATE 


BUTLER'S  REST  HOME 


• Bed  Patients  and  Chronics 


• Television 

• Excellent  Food 


• 24  Hour  Nursing  Care 
• State  Licensed 


802  N.  7th  St. 


Phoenix,  Arizona 
Telephone  AL  3-2592 


Physicians 

ALLERGY 

E.  G.  BARNET,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Allergists 
Fellow,  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy 

EENT  Allergy  Including  Repository  Therapy 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 

Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 

Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


Directory 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 

PLASTIC  SURGERY 

CLARE  W.  JOHNSON,  M.D,,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 

PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Directory 


RADIOLOGY 


SURGERY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  M A 2-3371  Home  Phone  EA  5-9433 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 


Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRes-twood  4-2081 


Phoenix,  Arizona 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 


The  purest  water  available. 


AM  4-0221 

for 

FREE 

Home  Delivery 
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HILLCREST  MEDICAL  CENTER 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 


WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 

Phone  MA  3-7591 

• General  Medical 

• Orthopedic  ® Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses'  Professional  Registry 


703  Professional  Bldg.  — Phoenix  — AL  4-41  51 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 


3029  E.  2nd  St. 


Tucson,  Arizona 


'Eastablished  1932" 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  j ft  DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I j MARCY  L.  SUSSMAN,  M.Di 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. . 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


iHedical  Center  OC-^aif  and  Clinical  laboratory 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrcfaMenal  OC-tfay  and  Clinical  laboratory 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Index  to  Advertisers 


Abbott  Laboratories  9A,  10A 

A.  H.  Robins  Co.,  Inc 17A 

American  Tobacco  Co 34A 

Ames  Company,  Inc IBC 

Bristol  Laboratories 30A,  31A 

Brown  Pharmaceutical  Co.,  The  4A 
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Endo  Laboratories  6A 

Franklin  Hospital  66A 

G.  D.  Searle  & Company  61A 

General  Electric  Company 55A 

General  Mills,  Inc 41 A 

Glenbrook  Laboratories  25A 

G.  M.  Case  Laboratories  69A 

Hillcrest  Medical  Center  73A 
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Medical  Center  X-Ray  & Clinical  Laboratory.  .74A 

Medical  & Dental  Finance  Bureau  33 A 
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Nurses’  Professional  Registry  73A 

Parke-Davis  & Company  IFC,  1A 

Pfizer  Laboratories  38A,  39A 

Pharmacy  Directory  73A 

Physician’s  Directory  71A,  72A 

Physician’s  Mutual  Insurance  Company  70A 

P.  Lorillard  Company  51-54A 

Poythress,  William  P.  & Company  28A 


Professional  X-Ray  & Clinical  Laboratory.  . . .74A 


Roche  Laboratories Back  Cover 

Roerig  Laboratories 7A 

Royal  Properties,  Inc 254,  59A 

Ryan-Evans  Drug  Stores  73A 

Schering  Corporation  8A,  29A 

Smith,  Kline  & French  Laboratories  5A,  40A 

Thomas  Leeming  & Co.,  Inc 15A,  47A 

Upjohn  Company,  The  12A,  13A,  50A 

Valley  National  Bank  70A 


Lantz  & Company  68A  Wallace  Laboratories  11A,  27A,  35A 

Lederle  Laboratories 24A,  48A,  49A,  67A  White  Angel  Inn  60A 

Loftin’s  Business  Forms 69A  Winthrop  Laboratories  . . . ,2A,  18A,  46A,  62A,  76A 
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Trancogesic  helps  the  whole 
patient  by  breaking  the  triad  of  pain 

The  action  of  Trancogesic  is  direct  and  as  simple  as  1,  2,  3.  Its  tranquilaxant  component—  chlormezanone  — 
1.  reduces  emotional  reaction  to  pain... 2.  decreases  skeletal  muscle  spasm... and  3.  its  aspirin  component  dims 
the  patient’s  perception  of  pain.  Thus,  Trancogesic  treats  the  whole  pain  complex,  helps  the  whole  patient  — 
with  unsurpassed  safety. 

Each  tablet  of  Trancogesic  contains  100  mg.  of  chlormezanone  and  300  mg.  ( 5 grains ) of  aspirin.  The  usual  adult  dosage  is 
2 tablets  of  Trancogesic  three  or  four  times  daily;  the  dosage  suggested  for  children  from  5 to  12  years  is  1 tablet  three  or  four 
times  daily.  Before  prescribing,  consult  Winthrop’s  literature  for  additional  information  about  dosage,  possible  side  effects, 
and  contraindications.  Winthrop  Laboratories,  New  York  18,  N.  Y. 

TRANCOGESIC* 

Brand  of  chlormezanone  + aspirin 

*TRADEMARK  1730M 


1/j/fnfhrop 
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ASTHMA- 
A CLASSIC 
INDICATION 
FOR 

HALDRONE* 

(paramethasone  acetate,  Lilly) 

Haldrone  produces  rapid  re- 
mission of  the  symptoms  of 
asthma  and  controls  the  pa- 


tient over  extended  periods 
with  relative  freedom  from 
side-effects.  In  recommended 
dosage,  Haldrone  is  unlikely  to 
cause  sodium  retention  and  has 
little  or  no  effect  on  potassium 
excretion. 

Suggested  daily  dosage  for  asthma: 


Initial  suppressive  dose 6-12  mg. 

Maintenance  dose 2-6  mg. 


Supplied  in  bottles  of  30,  100,  and  500  tablets: 
1 mg..  Yellow  (scored),  and  2 mg..  Orange 
(scored). 


This  is  a reminder  advertisement.  For  adequate  information 
for  use,  please  consult  manufacturer's  literature.  Eli  Lilly  and 
Company,  Indianapolis  6,  Indiana.  240120 


when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1*2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes .3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4-6 


Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  ti'ivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References : (1)  Malone,  F.  J.,  Jr. : Mil.  Med.  125  :836,  1960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  Clin. 
34:187,  1959.  (3)  TJllman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W. ; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (5)  Jollift,  C.  R. 

Engelhard,  W.  E.  ; Ohlsen,  J.  R.  ; Heidrick,  P.  J.,  & Cain,  J.  A. : Antibiotics  & Chemother.  10 
694,  I960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11  :S92,  1960.  6896, 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.1'3  Repeated  applica- 
tions do  not  lessen  effectiveness. 


LABORATORIES 
New  York  18,  N.Y. 


Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
(1/4%),  in  dropper  bottles  of  Vs,  Va  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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Finney,  M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas); 
William  F.  Holsey,  M.D.  (Tucson);  Ralph  T.  Irwin,  M.D. 
(Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John  F.  Kahle, 
M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D.  (Mesa);  Clarence 
H.  Kuhlman,  M.D.  (Tucson);  Clarence  L.  Robbins,  M.D. 
(Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman,  (Tucson);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  James  E.  Brady,  Jr., 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
Richard  L.  Dexter,  M.D.  (Tucson);  Richard  E.  H.  Duisberg, 
M.D.  (Phoenix);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  Fred 

L.  Goff,  M.D.  (Douglas);  Delmer  J.  Heim,  M.D.  (Tucson); 
Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
Tucson);  William  H.  Lyle,  M.D.  (Yuma);  Deward  G.  Moody, 

M. D.  (Nogales);  Arthur  R.  Nelson,  M.D.  (Phoenix);  Walter 
M.  O’Brien,  M.D.  (Globe);  Edward  Sattenspiel,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.,  Consulting  Co-Chairman 
(Tucson). 
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the  new,  convenient  way  to  prescribe 


arthritis  - ai 


arthritis  — and 
hypertension 


arthritis  — and 
osteoporosis 


arthritis  — and 
hyperglycemia 


For  your  elderly  patients. . . 


When  arthritis  afflicts  the  elderly,  it  often  poses 
a critical  problem  in  the  choice  of  an  effective 
antiarthritic  that  will  not  aggravate  other  com- 
mon geriatric  conditions  . . . such  as  osteoporo- 
sis, hypertension,  edema,  hyperglycemia,  peptic 
ulcer,  renal,  cardiac  or  hepatic  damage,  latent 
chronic  infection,  or  emotional  instability. 


Pabalate-SF,  the  geriatric  antiarthritic, 
is  specially  indicated  for  such  patients. 


As  Ford  and  Blanchard  have  reported,1  Pabalate- 
SF  has  “a  pronounced  antirheumatic  effect  in 
the  majority  of  patients  with  degenerative  joint 
diseases."  It  produces  "a  more  uniformly  sus- 
tained [salicylate  blood]  level  for  prolonged  anal- 
gesia and,  therefore,  is  superior  to  aspirin  in  the 

treatment  of  chronic  rheumatic  disorders." 

;£?r'Cv.  -V.  l«»BBwwli 


Formula:  In  each  persian-rose  enteric-coated 
potassium  salicylate  0.3  Gm.,  potassium  para 
benzoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 


A.  H.  ROBINS  CO.,  INC. 


Yet  Pabalate-SF  is  marked  by  distinctive  safety 
factors:  its  potassium  salts  cannot  contribute  tc 
sodium  retention  ...  its  enteric  coating  assure: 
gastric  tolerance  . . . and  its  clinical  record  re 
fleets  none  of  the  serious  reactions  frequently 
precipitated  by  therapy  with  corticosteroids  oi 
pyrazolone  derivatives.  It  has  no  contraindica 
tions  except  personal  idiosyncrasy. 


Also  available: 

PABALATE,  when  sodium  salts  ar 
PABALATE-HC,  for  conservative  £ 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1962-63  Board  Members 

President  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Ave.,  Safford,  Arizona 

President-Elect  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

1st  Vice  President Mrs.  Max  Costin 

(Organization  and  Membership  Chairman) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

2nd  Vice  President Mrs.  Thomas  Rowley  (Barbara) 

(Program  Chairman) 

114  South  Miller  Street,  Mesa,  Arizona 

Treasurer  Mrs.  Joseph  L.  Bonnet  (Lorene) 

415  E.  Ocotillo  Rd.,  Phoenix  12,  Arizona 

Recording  Secretary  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Safford,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Yuma,  Arizona 

Director  (2  years) Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1962-63 

American  Medical  Education  Fund..  Mrs.  C.  Selby  Mills  (Vivian) 
1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 


Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Convention  Chairman:  Mrs.  Boris  Zemsky  (Zora) 

Rt.  8,  Box  837,  Tucson,  Arizona 


Co-Chairman:  Mrs.  Seymour  I.  Shapiro  (Arline) 
5433  E.  Eighth,  Tucson,  Arizona 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Yuma,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Health  Careers Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 

211  S.  3rd  Street,  Globe,  Arizona 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Student  Nurse  Loan  Fund. Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 


COUNTY  PRESIDENTS  - 1962-63 

Coconino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Gila  County  Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Maricopa  County Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Pima  County Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Yavapai  County Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Betty) 

701  8th  Avenue,  Yuma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Juan  E.  Fonseca 

601  N.  Wilmot,  Tucson,  Arizona 

President-Elect  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

Vice-President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Secretary  for  the  United  States Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 

Executive  Secretary  for  United  States  Mr.  Byron  Browder 

3008  E.  6th  St.,  Apt.  D.,  Tucson,  Arizona 

Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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Imagine  your  Convalescence  in  this  Picture 

Note  the  Executone  Intercom  to  the  Nurses  Station;  for  your  Radio  or  T.V. 
for  your  Instant  Attention;  Living  Room  Decor  with  pull  down  Reading 
Lamps  and  Modern  Lounge  Furniture;  Private  Phone;  Bright  but  Soft  Color 
combinations  with  cheerful  window  drapes. 

AROUND  THE  CLOCK  REGISTERED  NURSE  SERVICE 
ADMISSION  BY  REFERRAL  OF  YOUR  DOCTOR  OF  MEDICINE 

COST?  — A modest  $14.00  per  day  is  the  starting  rate. 


Phone  or  Write 

WHITE  ANGEL  INN 

277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 


Arizona  Medicine 


A One  Shot  D*al 


Blue  Cross  and  Blue  Shield  do  not  fall  into  this  category.  We 
are  not  a one  shot  deal  by  any  stretch  of  the  imagination.  We 
never  cancel  people  out  because  they  use  their  coverage  more 
than  once,  nor  curtail  their  benefits. 

We  have  families  (many  of  them)  who  used  their  Blue  Cross 
and  Blue  Shield  20  times  or  more,  and  one  family  that  has  used 
it  50  times. 

One  shot  deal?  Certainly  not  us. 


hospital  care 


and 


ned ical-su rgical  care 

we  have  cared  for  over  seventeen  years  now! 

Phoenix  Tucson 


gratifying 
relief 

in  bronchial 
asthma 


insurpassed  for  total  patient  benefits 

0 si  /a® 
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Triamcinolone  Lederle 


With  ARISTOCORT,  asthma- 
tic patients  obtain  sustained 
relief  of  wheezing , dyspnea, 
and  spasmodic  coughing.  It  is 
of  particular  value  in  amelio- 
rating severe  attacks  that 
may  have  serious  sequelae. 
With  ARISTOCORT,  many  pa- 
tients who  might  otherwise  be 
invalids  are  able  to  continue 
their  customary  livelihoods 
or  maintain  their  regular 
household  activities.  Yet 
this  symptomatic  relief  is 
not  often  accompanied  by  the 
hormonal  collateral  effects 
—sodium  retention,  edema, 
emotional  disturbance, 
insomnia,  voracious  appetite  — 
that  so  often  have  been  a 
deterrent  to  steroid  therapy. 


SUPPLIED:  Scored  tablets  (three  strengths), 
syrup  and  parenteral.  Request  complete 
information  on  indications,  dosage, 
precautions  and  contraindications  from 
your  Lederle  representative,  or  write  to 
Medical  Advisory  Department. 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York 


scratching  helps... 


but  Calmitol  stops  itching  fast ! 


For  every  kind  of  pruritus— for  adults  or 
children— safe,  fast-acting  Calmitol  Oint- 
ment soothes  itching  on  contact,  helps  pre- 
vent secondary  trauma  caused  by  scratching. 
And  low-cost,  conservative  Calmitol  is  non- 


sensitizing. Calmitol  Ointment  is  available 
at  all  pharmacies  in  1%  oz.  tubes  and  1 lb. 
jars.  For  more  stubborn  pruritus,  Calmitol 
Liquid  in  bottles  of  two  fluidounces. 

Thos.  Leeming  & Co.,  Inc.,  New  York  17 


CALMITOL 

for  anything  that  itches 
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Arizona  Medicine 


Especially  useful  in  chronic  pain,  Darvon5  Compound-65  effectively  re- 
lieves inflammation  and  pain  . . . does  not  cause  addiction  or  tolerance  ( ...  and  Darvon 
Compound-65  doesn’t  require  a narcotic  prescription).  Each  Pulvule®  Darvon  Compound-65  pro- 
vides 65  mg.  Darvon®,  162  mg.  acetophenetidin,  227  mg.  A.  S.  A®,  and  32.4  mg.  caffeine.  Usual  dosage  is 
1 Pulvule  three  or  four  times  daily.  This  is  a reminder  advertisement.  For  adequate  information  for  use, 
please  consult  manufacturer’s  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

DARVON®  COMPOUND-65 

Darvon®  Compound  (dextro  propoxyphene  and  acety Isal icyl ic  acid  compound,  Lilly);  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) 
(a-</-4-dimethylamino-1,2-diphenyl-3-methyl-2-propionoxybutane  hydrochloride);  A.S.A.®  ( acetylsal  icyl  ic  acid,  Lilly)  220212 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood... relaxes  tension 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  for  literature  and  samples. 

‘Deprol* 


WALLACE  LABORATORIES 
Cranbury,  N.  J. 


METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 

STRENGTHENS  THE  COLONIC  REFLEX 


i(  The  natural  stimulus  to  peristalsis1 ... 
is  the  distension  of  the  intestinal  wall — 99 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578, 


e.  d.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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Here’s  a penicillin  that  gives  you... 


Units 


cc. 


Tim 


in  hours 


Consider  milder  bacterial  infections 

An  example  might  be  a respiratory  infection. 
Here  economy  could  be  a definite  factor  in 
your  thinking.  In  the  chart  above,  you’ll  see 
that  200,000  units  (125  mg.)  of  Compocillin  VK 
produces  blood  levels  at  least  equal  to  those 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec- 
tions, Compocillin-VK  may  be  given  at  half  the 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cost 
of  Compocillin-VK  therapy  will  be  no  more — 
and  often  will  be  less — than  treatment  with  oral 
penicillin  G. 

Compocillin-VK— the  original  potassium  penicillin  V • In  Filmtab 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab— Film-sealed  tablets,  Abbott:  U.S.  Pat.  No.  2,881,085 


Compocillin-VK  200,000  U.  (12 
Potassium  Penicillin  G 400,00( 


Potassium  Penicillin  V, 
Abbott. 

125  mg. 

(200,000  units) 

Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 


PATIENT  ECONOMY 
WHEN  YOU  WANT  IT 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


Potassium  Penicillin 
V,  Abbott. 

250  mg. 

(400,000  units) 

Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 

ffmmm  1 

■ABBOTT  I 


Single  Oral  Doses  to  Fasting  Subjects* 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  full  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

*Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbott  Laboraiories. 


ABBOTT  LABORATORIES  NORTH  CHICAGO.  ILLINOIS 


Arizona  Medical  Association  Reports 

PROFESSIONAL  LIAISON  COMMITTEE 
September  15,  1962 

The  Professional  Liaison  Committee  met  September 
15,  1962.  Dr.  Noel  G.  Smith,  chairman,  presided. 

Present: 

Dr.  Ernest  A.  Born 
Dr.  Charles  E.  Henderson,  secretary 
Dr.  Clyde  W.  Kurtz 
Dr.  William  G.  Payne 
Dr.  Delbert  L.  Secrist 
Dr.  Hugh  H.  Smith 
Dr.  Noel  G.  Smith,  chairman 
Dr.  Albert  G.  Wagner 
Staff: 

Mr.  Robert  Carpenter,  executive  secretary 
Mr.  Joseph  A.  Ledwidge,  executive  assistant 
Excused: 

Dr.  Harold  J.  Rowe 

Dr.  William  B.  Steen,  president-elect 

Dr.  Clarence  E.  Yount,  Jr.,  president 

Minutes: 

The  minutes  of  the  Professional  Liaison  Committee 
meeting  November  12,  1961  were  approved. 

Organization 

Subcommittee  Assignments 

Dr.  Noel  G.  Smith  appointed  committee  members  to 
serve  as  subcommittee  chairmen  and  approved  the  sub- 
committee membership  recommended  by  the  subcommit- 
tee chairman  as  follows: 

Allied  Professions: 

Dr.  Clyde  W.  Kurtz,  chairman 

Dr.  Harry  J.  French 

Dr.  Sidney  L.  Stovall 

Dr.  Charles  W.  McMoran 

(One  more  member  will  be  appointed  later) 

Careers  and  Arizona  AMEF: 

Dr.  Albert  G.  Wagner,  chairman 

Dr.  Dermont  W.  Menck,  vice-chairman 

Dr.  Arnold  H.  Dysterheft 

Dr.  C.  Herbert  Fredell 

Dr.  Bernard  W.  Simons,  Jr. 

Governmental  Medical  Staffs: 

Dr.  William  G.  Payne,  chairman 
(Subcommittee  members  will  be  be  announced  later) 
Nurses  — Medicine  and  Religion: 

Dr.  Delbert  L.  Secrist,  chairman 
Dr.  Ernest  H.  Price 
Dr.  James  J.  Berens 
Dr.  John  T.  Clymer 
Dr.  Maxwell  R.  Palmer 

(Additional  members  will  be  announced  later) 

Public  and  School  Health: 

Dr.  Hugh  H.  Smith,  chairman 
Dr.  Frederick  M.  Kenan 
Dr.  Hugh  E.  Dierker 
Dr.  Richard  B.  Johns 
Dr.  Martin  S.  Withers 

Related  Non-Official  National  Organizations: 

Dr.  Harold  J.  Rowe,  chairman 
(Subcommittee  members  will  be  announced  later) 
Woman’s  Auxiliary: 

Dr.  Ernest  A.  Born,  chairman 
Dr.  Frederick  W.  Knight 
Dr.  Clare  W.  Johnson 

Reports  of  Subcommittees 

Allied  Professions: 

Dr.  Kurtz  reported  on  matters  of  osteopathy,  podiatry, 
chiropractic  and  the  Sierra  Vista  Hospital.  The  commit- 


tee directed  to  request  the  Board  of  Directors  to  allow 
Dr.  Kurtz  to  present  the  matter  of  osteopathy  at  the 
next  board  meeting  October  28,  1962. 

Careers  and  Arizona  AMEF: 

Dr.  Wagner  reviewed  the  organizational  structure  of 
the  career  program  during  the  fiscal  year  1961-62.  He 
reported  that  most  of  the  activity  was  carried  on  in 
Maricopa  County  with  the  full  cooperation  of  the  medical 
society,  and  that  the  effort  proved  very  successful.  In- 
formation on  similar  activities  in  the  remaining  county 
medical  societies  is  not  available  at  this  time. 

Dr.  Wagner  said  that  the  individual  mailings  provided 
by  AMEF  (now  AMAERF  — American  Medical  Associa- 
tion Education  and  Research  Foundation)  might  be  used 
to  promote  contributions  from  Arizona  doctors.  (The  Ref- 
erence Committee  recommended  that  House  of  Dele- 
gates Resolution  8 on  AMEF  contributions  and  student 
loan  fund  program  not  be  adopted  and  that  the  House 
of  Delegates  discontinue  the  assessment  of  $10  per 
member  for  AMEF.  For  complete  resolution  see  ARI- 
ZONA MEDICINE,  August,  1962,  page  17A.) 

Dr.  Wagner  suggested  that  Dr.  Born’s  subcommittee 
should  encourage  the  Woman’s  Auxiliary  to  continue  its 
excellent  activities  to  provide  funds  for  AMAERF.  He 
also  said  that  possibly  additional  effort  should  be  made 
to  reactivate  the  “Arizona  Plan,”  which  was  designed 
to  encourage  the  channeling  to  this  fund  the  value  of 
normal  business  Christmas  gifts  presented  to  the  doctors 
by  pharmaceutical  houses,  druggists,  morticians,  etc. 
The  committee  endorsed  these  suggestions. 

It  was  agreed  that  the  membership  of  The  Arizona 
Medical  Association  be  informed  of  the  discontinuance 
of  the  contribution  to  the  AMAERF  through  dues  assess- 
ment in  1963  and  that  they  be  encouraged  to  donate 
direct  to  this  worthy  program  through  a notice  promi- 
nently inserted  in  ARIZONA  MEDICINE. 

Governmental  Medical  Staffs 

Dr.  Payne  said  that  he  had  no  report. 

Nurses  — Medicine  and  Religion 

It  was  reported  that  in  the  field  of  nursing  a closer 
liaison  between  the  nursing  profession  and  the  doctor 
of  medicine  needs  to  be  developed.  It  was  noted  that 
the  Arizona  League  for  Nursing  wishes  representation  of 
this  organization  in  its  community  activity  to  co-sponsor 
the  State  Inter-Organization  Committee  on  Tuberculosis 
and  Long  Term  Illness  Nursing.  Its  objective  is  to  im- 
prove nursing  service  and  nursing  education  to  better 
meet  the  nursing  needs  of  tuberculosis  and  long  term 
illness  patients  and  their  families,  and  to  help  prevent 
tuberculosis  and  other  respiratory  infections. 

Dr.  Secrist  reviewed  previous  discussions  with  Rev. 
Dr.  Paul  B.  McCleave,  Director  of  the  Department  of 
Medicine  and  Religion  of  the  Division  of  Field  Service 
of  the  AMA.  He  discussed  the  pilot  program  to  be  un- 
dertaken in  the  next  few  months  to  meet  with  the  min- 
istry to  develop  better  understanding  and  teamwork  in 
the  treatment  of  the  whole  patient,  both  medical  and 
spiritual.  Arizona  and  eight  other  states  have  been 
chosen  for  the  study. 

It  was  decided  that  one  meeting  would  be  held  in 
Tucson  and  possibly  a second  one  in  Prescott.  The  ques- 
tion was  raised  as  to  the  need  for  a separate  meeting  in 
Phoenix,  since  the  Maricopa  County  Medical  Society 
has  engaged  in  this  activity  in  the  past. 

Dr.  Wagner  reviewed  the  Maricopa  program  which 
has  been  successfully  organized  and  operated  during 
the  past  few  years  and  which  brings  together  the  local 
ministry  and  the  doctor  of  medicine  in  the  interest  of 
the  patient. 

Public  and  School  Health 

The  purposes,  functions  and  duties  of  the  Professional 
Liaison  Committee  and  its  subcommittee  on  Public  and 
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School  Health  were  discussed.  It  was  Dr.  Hugh  H. 
Smith’s  opinion  that  the  Professional  Liaison  Committee 
was  designed  to  investigate  and  study  any  problem  re- 
ferred to  it  by  the  Board  of  Directors  and  to  serve  as  a 
liaison  group.  It  was  the  feeling  that  this  does  not 
preclude  the  committee  as  a whole  or  any  of  its  subcom- 
mittees from  originating  ideas  and  studying  problems 
of  interest  or  concern  to  the  profession  and  from  sub- 
mitting recommendations  to  the  Board  of  Directors 
through  the  standing  committee. 

A point  in  question  was  air  and  water  pollution.  This 
activity  is  currently  assigned  to  the  Professional  Com- 
mittee. Within  the  state,  following  legislation  this  year, 
was  is  considered  a public  health  matter. 

It  was  determined  to  express  this  committee’s  views 
to  the  Board  of  Directors  that  if  air  and  water  pollution 
is  considered  a public  health  matter  it  should  be  as- 
signed to  this  committee  to  avoid  divided  responsibility. 

Dr.  Smith  also  said  that  effort  is  continuing  to  develop 
better  understanding  and  cooperation  between  the  prac- 
ticing physicians  and  those  who  are  concerned  with  the 
practice  of  public  health.  Continuing  support  of  the 
State  Public  Health  program  was  indicated  and  desir- 
able. 

Legislation  providing  for  standards  and  regulation  of 
nursing  homes  has  been  enacted  and  details  involving 
inspections  and  enforcement  should  be  determined  and 
adopted  soon. 

Air  pollution  is  another  subject  favorably  considered 
by  the  legislature.  Regulatory  ordinances  are  being  made 
in  Maricopa  County,  and  it  is  anticipated  that  they  will 
be  adopted  by  the  Maricopa  Board  of  Supervisors  in 
the  next  few  weeks.  The  Pima  County  activity  is  just 
now  developing. 

A project  considered  of  importance  should  be  the  li- 
censing of  medical  laboratories,  governmental  and  pri- 
vate, including  the  technicians,  for  the  protection  of  the 
public.  This  subject  will  command  consideration,  under- 
standing and  cooperation  between  the  practicing  physi- 
cians and  the  health  departments.  Study  this  year  should 
be  given  to  this  important  development. 


Arizona  Medical  Association  Reports 

AMA  has  called  attention  to  its  efforts  in  the  past 
few  years  to  cooperate  with  the  President’s  Council  on 
Youth  Fitness.  A new  phase  of  the  project  is  health  ex- 
aminations of  children  and  youth.  An  outline  of  sug- 
gested school  health  policies  and  program  was  submit- 
ted to  the  committee,  and  was  mailed  to  all  component 
medical  societies.  All  component  medical  societies  have 
been  urged  to  cooperate. 

Belated  Non-Official  National  Organizations 

There  is  apparent  lack  of  liaison  between  the  associ- 
ation and  the  National  Foundation,  and  a need  of  liaison 
appears  indicated.  Dr.  Rowe  reported  his  findings  and 
inactivity  in  the  Tucson  area  in  this  regard.  It  was 
brought  out  that  the  National  Foundation  annually 
makes  available  scholarships  for  medical  students,  and 
possibly  Arizona  should  participate  and  submit  recom- 
mendations. 

There  appears  to  be  continuing  need  for  activity  on 
the  part  of  this  committee  in  the  development  of  closer 
liaison  with  organizations  coming  within  its  scope. 
This  should  be  pursued  to  assure  medical  representation 
in  an  advisory  capacity  within  the  boards  and/or  agen- 
cies. 

Woman’s  Auxiliary 

Dr.  Born  had  no  report,  but  expressed  the  hope  that 
there  would  be  more  activity  within  his  subcommittee 
in  coming  months. 

All  of  the  above  reports  were  accepted. 

Meetings 

Members  present  indicated  a desire  to  hold  future 
meetings  on  a Saturday  afternoon  instead  of  on  a Sun- 
day. The  chairman  said  that  he  would  call  the  next 
meeting  when  sufficient  business  was  available  to  be 
transacted. 

Charles  E.  Henderson,  M.D. 
Secretary 


Fourth  Annual  Award  Paper 
1963  Annual  Meeting 

March  13  is  the  deadline  for  accepting  original  papers  to  be  judged  by  the 
Scientific  Assembly  Committee,  The  Arizona  Medical  Association,  Inc.,  for  the 
fourth  annual  award. 

The  Association  has  established  this  award  “to  stimulate  research  and  original 
clinical  effort  and  to  recognize  the  best  scientific  presentation  by  an  Arizona 
physician. 

It  is  requested  that  the  papers  presented  should  be  investigative  work  results 
and  not  necessarily  single  case  reports. 

The  successful  entry  will  be  read  by  the  author  during  the  annual  meeting 
May  1-4,  1963.  The  award,  a bronze  plaque,  will  be  presented  at  the  president’s 
dinner  dance. 


December,  1962 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

'EMPRAZIL-C' 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  - ANALGESIC 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  @ 

‘EMPRAZIL’ 

TABLETS 


^Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  CU.S.A.)  INC.,  tuckahoe,  ni.v. 
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BONADOXIN* 

for  nausea 
and  vomiting 

Confirmed  in  over  7 years 
of  clinical  success: 

Bonadoxin  stops  morning 
sickness  in  9 out  of  10  patients1 

Highly  effective  in  other 

emetic  conditions:  postopera- 
tively,  following  irradiation 
procedures,  infant  colic. 


BONADOXIN® 

Tablets  • Drops  • Intramuscular 

time-tested 
for  efficacy 
and  safety 


1.  Groskloss,  H.H.,  Clancy,  C.L.,  Healey, 
E.F.,  McCann,  W.J.,  Maloney,  F.D., 
Loritz,  A.F.:  Clinical  Medicine  (Sept.) 
1955. 

Study  involving  287  patients.  261  patients 
experienced  excellent  to  good  results  with 
Bonadoxin  for  relief  of  nausea  and  vomiting 
of  pregnancy.  No  side  effects  reported.1 

2.  Albertson,  H.A.,  Trout,  Jr.,  H.H., 
Daily,  F.W.:  The  American  Journal  of 
Surgery  (Sept.)  1956. 

“As  a result  of  this  study,  it  is  our  belief 
that  the  routine  prophylactic  use  of  the 
combination  of  meclizine  hydrochloride  and 

fjyridoxine  is  a safe  and  effective  method  for 
essening  the  incidence  of  postoperative 
nausea  and  vomiting.  We  are  employing 
this  preparation  as  a routine  pre-operative 
medication.”2 

3.  Goldsmith,  J.W.:  Minn.  Med.  (Feb.) 
1957. 

Study  involving  620  patients,  537  patients 
experienced  moderate  to  complete  improve- 
ment of  nausea  and  vomiting  of  pregnancy 
with  Bonadoxin.  Toxicity  and  intolerance 
to  the  medication  in  the  dosage  employed 
in  these  studies  was  zero.3 


4.  Codling,  J.W.;  Lotvden,  R.J.:  North- 
west Med.  (March)  1958. 

Study  involving  76  pregnant  patients  with 
nausea  and  vomiting.  The  results  indicated 
an  overall  response  in  70  of  76  patients 
treated.  No  side  reactions  were  observed  in 
this  clinical  study.4 


5.  Bentley,  M.D.:  Journal  of  the  Mich. 
State  Med.  Soc.  (Sept.)  1959. 

[Bonadoxin]  “was  found  clinically  effective 
in  the  prevention  of  pre-operative  and  post- 
operative nausea  and  emesis  in  157  patients 
who  underwent  ocular  surgery,  while  con- 
trol drugs  alone  could  not  completely  elimi- 
nate the  symptoms.  Bonadoxin  did  not 
cause  side  reactions  in  the  preoperative  or 
postoperative  phase  of  this  study.”5 


6.  Bethea,  R.C.:  International  Record  of 
Med.  (May)  1960. 

“Our  investigation  of  this  drug  indicates 
that  in  88  per  cent  of  the  cases  satisfactory 
relief  of  the  distressing  symptoms  of  early 
pregnancy  was  obtained  without  undesira- 
ble side  effects,  including  sedation.”6 

7.  Sklaroff,  D.M.;  Karayannis,  N.:  Cur- 
rent Therapeutic  Research  (June)  1962. 

“Based  on  these  results,  indicating  92  per 
cent  effectiveness,  meclizine-pyridoxine 
(Bonadoxin®)  may  be  considered  a valua- 
ble compound  in  the  control  of  post-irradia- 
tion nausea  and  vomiting.  The  preparation 
proved  to  be  safe  and  fast-acting  in  bring- 
ing therapeutic  relief  to  carcinoma  patients 
with  radiation  sickness.”7 


New  York  17,  N.Y. 

Div.,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


V full  complement  of 

highly  trained  registered  nurses 
lelps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
>ne  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Street 
AMherst  4-4111 
PHOENIX,  ARIZONA 
OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Director 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

PPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION' 


SAUNDERS 

BOOKS 


New — Ready  in  January! 
Schmeisser  — A Clinical  Manual  of 

Orthopedic  Traction  Techniques 

Every  general  physician  encountering  and 
treating  fractures  will  welcome  this  handy  little 
manual.  Dr.  Schmeisser  clearly  describes  and  illus- 
trates the  way  in  which  traction  should  be  applied 
in  the  management  of  most  common  fractures.  He 
explains  various  principles  involved  in  each  ortho- 
pedic situation  and  then  shows  exactly  how  weights 
and  pulleys  should  be  distributed  to  achieve 
optimal  results.  Contents  embrace  such  topics  as: 
Pelvis  sling  for  fractures  of  the  pelvis — Head  halter 
for  relief  of  neck  pain  or  temporary  immobilization 
of  cervical  fracture  or  dislocation — Bryant’s  trac- 
tion for  a fractured  femur  in  a child  1-3  years  old — 
Insertion  of  Kirschner  wires  and  Steinmann  pins 
— Skeletal  traction  through  proximal  femur  for 
central  fracture  dislocation  of  the  hip — Cervical 
traction  by  skull  tongs. 

By  GERHARD  SCHMEISSER,  JR.,  M.D.,  Chief  of  Orthopedic 
Surgery,  Baltimore  City  Hospitals,  Assistant  Professor  of  Or- 
thopedic Surgery,  Johns  Hopkins  University  School  of  Medicine. 
About  60  pages,  IV4"  x lO'/t",  50  illustrations.  About  $5.00. 

New — Ready  in  January! 

New  (9th)  Edition! 

Wechs/er  — Clinical  Neurology 

Ready  in  January!  Specific,  usable  information 
on  virtually  every  clinical  neurologic  problem 
and  its  diagnosis  and  management.  This  New 
(9th)  Edition,  continuing  a 35-year  tradition  of 
clarity  and  completeness,  incorporates  all  the  newest 
advances  in  understanding  of  the  mechanisms  and 
symptoms  of  neurologic  disease.  Dr.  Wechsler  tells 
you  what  questions  to  ask  in  the  neurologic  ex- 
amination and  how  to  elicit  the  most  meaningful 
responses.  He  tells  you  what  signs  to  look  for  and 
how.  He  investigates  the  implications  of  each 
symptom  and  shows  you  how  to  follow  it  up. 
Coverage  ranges  from  handling  facial  tics  to  man- 
aging complex  tumors  of  the  brain.  Chapters  on 
Neurosyphilis  and  the  Psychologic  Diagnosis  have 
been  completely  rewritten  for  this  edition.  Recent 
contributions  of  the  biochemist  and  pharmacologist 
are  interwoven  throughout  the  text  according  to 
their  clinical  pertinence.  A valuable  clinical  guide 
for  every  physician  seeing  neurologic  disorders. 

By  ISRAEL  WECHSLER,  M.D.,  Consulting  Neurologist,  The 
Mount  Sinai  Hospital,  New  York.  About  752  pages,  61/2"x93/4", 
with  179  figures.  About  $12.50. 

New  (9th)  Edition — Ready  in  January! 


New  — Ready  in  January! 
Warren  — Surgery 

An  Integrated  and  Cohesive  Presentation 

of  the  Principles  of  Surgery 

This  monumental  new  volume  was  produced  by 
24  members  of  the  Harvard  Surgical  Faculty,  un- 
der the  skilled  leadership  of  Dr.  Richard  Warren. 

Emphasizing  today’s  principles  of  surgical  dis- 
ease rather  than  mere  mechanical  techniques,  it 
encompasses  the  entire  spectrum  of  surgery.  It 
offers  an  amazing  unity  of  theme  and  develop- 
ment rarely  achieved  in  a multi-author  volume. 
Every  effort  has  been  made  to  give  a clear  un- 
derstanding of  the  nature  of  the  surgical  prob- 
lem and  the  rationale  of  its  clinical  manage- 
ment. You  will  welcome  the  sustained  emphasis 
on  the  natural  history  of  surgical  disease  and  the 
mechanisms  that  produce  symptoms.  Indications 
are  shown  for  exactly  when,  how  and  why  surgi- 
cal intervention  may  be  called  for  in  the  course 
of  a disorder. 

The  first  portion  of  the  text  concentrates  on  the 
fundamentals  of  surgery  not  limited  to  specific 
areas  of  the  body  (wound  healing,  hemorrhage , 
trauma,  infection,  tumors,  burns,  anesthesia). 
The  remaining  24  chapters,  the  major  part  of 
the  book,  deal  with  various  disease  entities 
amenable  to  surgical  treatment.  Every  area  of 
the  body  is  covered — from  the  brain  and  the 
spinal  cord  to  the  arteries,  veins  and  lymphatics. 

An  outstanding  coordinative  feature  of  this 
work  is  the  liberal  use  of  crystal-clear  illustra- 
tions all  drawn  by  a single  artist,  Janis  Cirulis. 
This  is  a volume  that  every  practitioner  will 
want  on  his  shelf  as  an  excellent  reference  on 
the  principles  of  modern  surgery. 

By  RICHARD  WARREN,  M.D.,  in  Collaboration  with  23 
Other  Members  of  the  Department  of  Surgery,  Harvard 
Medical  School.  About  1377  pages,  7"  x 10",  with  about  511 
illustrations.  About  $19-00.  New — Ready  in  January! 

To  Order  Mail  Coupon  Below! 


j W.  B.  SAUNDERS  COMPANY 

| West  Washington  Square  Philadelphia  5 

| Please  send  when  ready  and  bill  me: 

! □ Warren’s  Surgery,  about  $19.00. 

| □ Schmeisser ’s  Orthopedic  Traction  Techniques, 
; about  $5.00. 

■ □ Wechsler 's  Clinical  Neurology,  about  $12.50. 

| Name 

I Address 

I SJG  12-62 
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Carry  it... 

Even  a petite  nurse  can  easily  pick  up  and  carry  a Sanborn  Visette®  electrocardiograph 
wherever  it’s  needed  — in  the  office,  on  house  calls,  in  the  clinic  or  laboratory.  Not  much 
bigger  than  a doctor’s  bag,  the  Visette  weighs  only  18  pounds  — with  all  accessories. 

And  as  portable  as  it  is,  a Visette  nevertheless  equals  any  “office  standard”  ECG  in  recording 
quality  and  accuracy.  Every  record  is  sharp,  clean,  permanent  and  — as  you  expect  from 
Sanborn  Company  — diagnostically  accurate.  Compactness  and  ruggedness  for  travel  are 
achieved  by  the  practical  means  of  modern  miniaturized  circuitry,  not  by  sacrificing  accuracy. 
If  you  prefer  the  greater  versatility  of  two  chart  speeds,  three  recording  sensitivities  and 
provision  for  recording  and  monitoring  other  phenomena,  the  Model  100  Viso-Cardiette  is  a 
logical  choice.  And  when  these  capabilities  are 
needed  in  a mobile  instrument,  the  mobile  cabinet 
version  (Model  100M)  is  designed  to  be  easily 
rolled  to  bedsides  in  hospital  or  clinic. 

Regardless  of  which  of  these  three  instruments 
you  choose,  each  has  a valuable  and  unique  fea- 
ture: Sanborn  service.  It  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and  value 
your  satisfaction. 


wherever 

you  need 
“ on-the-spot " 
cardiography 


’ 

yfl  SANBORN  COMPANY 

m 


MEDICAL  DIVISION 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 


Waltham  54.  Mass. 
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relieve 


• relieve  sneezing,  runny  nose 
• ease  aches  and  pains 
■ lift  depressed  feelings 
• reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


, distress  rapidly 

* CORI  FORTE 


available  on  prescription  only 


( Brand  of  Analgesic-Antitilstamlnic-Antipyretic  Compound) 

capsules 


Each  CORIFORTE  Capsule  contains: 

CHLOR-TRIMETON ® 4 mj. 

I brand  of  chlarphinlramlm  malt  ate) 

salicylamldt 0.19  6m. 

phmacitln 0.13  6m. 

caffilm  .....  30  mg. 

mithamphttamino  hydrochloride 1.25  mg. 

ascorbic  acid 50  mg. 


prompt 


check  of 


In 

intestinal 
grippe 


diarrhea 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
v*  Provides  intestinal  antisepsis 


FORMULA: 


DOSAGE: 


SUPPLIED: 


Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ...0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment: reduce  dosage  as  diarrhea 
subsides. 

Children:  V2  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 


EFFECTIVE  ANTIDIARRHEAL 


New  York  18/  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop’s  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


Bottles  of  16  fl.  oz.  [raspberry  flavor,  pink  color) 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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Believes  Anxiety  and  Anxious  Depression 

The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.cl. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capstdes  as  meprospan®-400  and  mf.prospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


— — 

Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM-7972 


s — ^ FILMTAB®  w* — ■ — 

SURBEX-T  provides 

therapeutic  B-complex 

with  500  mg.  of  C 


100  Tablets 

Filmtab0 


Abbott's 
High-Potency 
Vitamin  B 
Complex  with 
Vitamin  C. 


A8SQTT 


ORAL 

form? 


Patients  receive  replenish- 
ment in  the  easiest  possible 
manner  when  the  water  sol- 
uble vitamins  are  depleted, 
or  demands  are  increased. 


Each  Filmtab®  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi)....  15  mg. 

Riboflavin  (B2) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B12) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (C) 500  mg. 

(as  sodium  ascorbate) 

Desiccated  Liver,  N.F 75  mg. 

Liver  Fraction  2,  N.F 75  mg. 

. . . and  when  needs  are  more 
moderate,  Sur-Bex®  with  C,  I 

Abbott’s  improved  B-complex  I abbott  1 
formula  with  250  mg.  ol  C. 


210270 


Filmtab  — Film-sealed  tablets.  Abbott:  U.S.  Pat.  No.  2,881,085 


the  case 


of  the 


missing 

ampoule 


People  aren’t  perfect — neither  are  machines. 
Both  can  slip  up  occasionally.  Take  an  ampoule 
in  a paper  carton  for  example.  How  can  we  be  ab- 
solutely sure  that  the  ampoule  is  really  inside? 
■ Here’s  how:  A machine  folds  the  carton,  in- 
serts the  ampoule,  seals  the  carton,  and  then 
places  it  on  the  finishing  line.  Further  down  the 


line,  the  detective  waits — a jet  of  air  sweeping 
across  the  finishing  line  just  strong  enough  to 
blow  an  empty  carton  off  the  belt.  Properly  filled 
cartons  proceed  for  further  inspection  and  pack- 
aging. ■ Perhaps  a small  point,  but  it  is  another 
in  a long  series  of  control  measures  designed 
to  deliver  quality  pharmaceuticals  every  time. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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Dr.  Reeves 


Experience  With  a New 
Sulfonamide,  RO  4-2130 

James  E.  Reeves,  M.D. 


A limely  reminder  of  ihe  frequent  value  of  sulfonamide  therapy  as  op- 
posed to  long  term  antibiotic  programs.  A new  drug  is  described,  with  good 
effectiveness  against  a variety  of  infections,  and  only  slight  side  reactions. 
Of  particular  interest  is  its  effectiveness  against  Staphylococcus  infections. 


UESPITE  the  availability  and  extensive  use  of 
many  effective  antibiotic  compounds,  the  sul- 
fonamides still  occupy  an  important  position  in 
the  treatment  of  infectious  disease. 

The  demonstration  in  1936  of  the  therapeutic 
effectiveness  of  sulfanilamide  in  human  strepto- 
coccal infections  led  to  widespread  use  of  sulfo- 
namides and  a new  era  in  the  treatment  of  in- 
fectious disease.  Early  enthusiasm  for  these  com- 
pounds was  soon  offset  by  reports  of  occurrence 
of  crystallization  in  renal  tubules  and  other  com- 
plications which  resulted  in  serious  and  some- 
times fatal  reactions. 

With  the  advent  of  penicillin  and  other  anti- 
biotics, interest  shifted  away  from  the  sulfona- 
mides. However,  attempts  to  produce  sulfo- 
namide compounds  with  greater  solubility,  less 
toxicity  and  greater  therapeutic  efficacy  con- 
tinued and  were  eventually  successful. 

In  the  past  fifteen  years  new,  improved  sulfo- 
namides have  been  used  more  and  more  exten- 
sively, due  to  increasing  awareness  of  the  dan- 
gers of  widespread  use  of  antibiotics,  and  the 
advantages  of  newer  sulfonamides,  i.e.  potent 
antibacterial  activity  and  increased  safety,  ease 
of  oral  administration,  rapid  absorption,  econo- 


RO  4-2130  is  marketed  as  Radonil  by  Hoffman-La  Roche,  Inc., 
Nutley,  New  Jersey. 

San  Diego,  California. 


my  and  susceptibility  of  measurement  in  body 
fluids.1'3 

Current  interest  in  a new  sulfonamide,  RO 
4-2130,  is  due  to  reports  of  its  effectiveness  in 
management  of  bacterial  infection.4"5  Chemical- 
ly, RO  4-2130  is  5-methyl-3-sulfanilamido-isoxa- 
zole.  Its  chemical  structure  is  similar  to  that  of 
sulfisoxazole  as  shown  in  Fig.  1 ( following  page), 
and  i+s  relationship  to  sulfanilamide  is  seen  in 
Fig.  2 ( following  page). 

In  preliminary  trials,  RO  4-2130  provided  ef- 
fective sympomatic  relief  in  patients  with  genito- 
urinary infections  and  produced  minimal  side 
reactions.  Metabolic  studies  have  shown  that  uri- 
nary excretion  is  rapid,  with  the  greatest  portion 
excreted  in  the  first  24  hours  following  adminis- 
tration6. Kiser  et  al.5  showed  that  therapeutic 
serum  levels  were  attained  four  to  six  hours 
after  drug  administration,  and  significant  levels 
maintained  for  12  hours  or  longer  on  a single  1 
gram  dose. 

In  view  of  these  preliminary  reports,  it  was 
decided  to  evaluate  RO  4-2130  in  a group  of  50 
patients  with  a wide  variety  of  bacterial  infec- 
tions. 

Materials  and  Methods 

RO  4-2130  was  administered  to  50  patients  for 
a wide  variety  of  bacterial  infections  including 
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cystitis,  pyelonephritis,  epididymitis,  prostatitis, 
otitis  media,  cellulitis  and  others  summarized 
in  Table  I. 

The  initial  dose  in  25  patients  was  2.0  gm. 
The  other  25  were  children  and  small  women 
and  received  1.0  gm.  initially.  With  the  excep- 
tion of  three  large  male  patients  who  received 

I. 0  gm.  three  times  daily,  all  patients  received 
0.5  gm.  three  times  daily  for  the  maintenance 
dose.  Duration  of  treatment  ranged  from  5 to  14 
days.  The  average  duration  of  treatment  was  7 
days. 

In  26  patients,  pre-therapy  cultures  were  done 
and  the  organisms  identified  are  listed  in  Table 

II.  Post  therapy  cultures  were  performed  in  all 
but  one  of  these  patients.  Complete  blood  counts 


were  done  on  32  patients  before  and  after  ther- 
apy. The  urine  in  39  patients,  examined  before 
and  after  treatment,  appeared  normal  in  21  pa- 
tients before  therapy.  In  the  remaining  18  pa- 
tients urine  was  abnormal,  showing  Escherichia, 
enterococci  and  Neisseria. 

Results  of  treatment  were  evaluated  according 
to  degree  of  remission  of  clinical  symptoms  and 
rated  as  “good  to  excellent  ’ or  “failure”. 

Results 

Forty-eight  (96  per  cent)  of  the  50  patients 
who  received  RO  4-2130  had  a good  to  excellent 
response  to  treatment,  and  two  (4  per  cent)  had 
a poor  response.  With  the  exception  of  one  pa- 
tient with  a poor  response  who  had  nausea  and 
vomiting  with  mild  headache,  no  side  reactions 
were  observed. 

No  adverse  changes  were  noted  in  the  blood 
of  the  32  patients  whose  blood  was  examined. 
White  blood  cell  counts,  often  elevated  before 
therapy,  returned  to  normal  after  therapy  with 
RO  4-2130.  The  abnormal  urines  observed  in  18 
patients  before  treatment  also  were  normal  after 
therapy. 

Post-treatment  cultures  were  negative  in  23 
of  the  26  patients  who  had  culture  studies  done. 
One  patient  did  not  have  a post-therapy  culture 
and  the  two  patients  with  treatment  failures  had 
positive  post-therapy  cultures  after  treatment. 
Gram-negative  rods  were  identified  in  one  of 
these  patients  and  alpha  streptococci  and  Neis- 
seria in  the  other.  This  study  was  carried  out  for 
about  4 months,  and  during  this  time  it  was  no- 
ted that  offending  bacteria  definitely  tended  to 
vary  from  month  to  month. 

Discussion 

Considering  the  known  lack  of  correlation  be- 
tween clinical  and  bacteriological  response  with 
sulfonamide  compounds,  the  excellent  correla- 
tion observed  in  the  present  study  is  outstanding, 
as  is  the  response  RO  4-2130  demonstrated 
against  staphylococcus  and  the  gram-negative 
rods. 

Results  of  this  and  other  studies4'5  indicate 
that  RO  4-2130  possesses  the  favorable  proper- 
ties of  the  newer  sulfonamides.  Following  oral 
administrations  of  a single  1 gram  dose,  absorp- 
tion is  rapid  and  therapeutic  levels  maintained 
for  4 to  6 hours,  according  to  Rrandman.6  Safety 
of  the  drug,  as  demonstrated  in  this  study,  is 
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Table  I. 


SUMMARY  OF  RESULTS  OF  TREATMENT 
WITH  RO  4-2130 


Diagnosis 

No.  of 
Patients 

Excellent 

Good 

Failure 

Cystitis 

7 

7 

Pyelonephritis 

Seminovesiculitis 

3 

3 

(non-specific) 

Epididymitis 

1 

1 

(non-specific) 

Vesicovaginal 

1 

1 

fistula 

1 

1 

Prostatitis 

1 

1 

Gonorrhea 

1 

1 

Pneumonitis 

4 

4 

Otitis  media 

3 

3 

Bronchitis 

2 

2 

Tracheobronchitis 

3 

3 

Nasopharyngitis 

8 

7 

1 

Tonsillitis 
Asthma  with 

7 

6 

1 

infection 

1 

1 

Phlebitis 

1 

1 

Abscess,  leg. 

1 

1 

Cellulitis 

3 

3 

Erysipelas 

1 

1 

Osteomyelitis 

1 

1 

Total 

50 

Table  II. 

48 

96% 

2 

4% 

ORGANISMS 

IDENTIFIED 

IN  PRE- 

AND 

POST-THERAPY  CULTURES  IN  26  PATIENTS 


Organisms  identified  Times  Cultures  not  After  Therapy 
before  therapy  identified  repeated  Neg.  Pos. 


Gram-negative  rod  10 
Alpha  streptococcus, 

Neisseria  5 

E.  coli  3 

Staphylococcus  albus 

(coagulase  positive)  1 
Alpha  and  non- 
hemolytic 

streptococcus  2 

Gram  positive  cocci  4 
Alpha  streptococcus, 
Staphylococcus 
aureus 

(coagulase.  positive)  1 


1 


9 Is 

4 1° 

3 

1 

1 

4 

1 


“Treatment  failure 


high.  Only  one  patient  required  discontinuation 
of  the  drug  due  to  side  effects,  and  no  adverse 
changes  were  noted  in  blood  or  urine  following 
therapy.  The  rate  of  effectiveness  observed  in 
the  present  study  parallels  that  in  other  prelim- 
inary reports. 

While  it  must  be  remembered  that  early  re- 
ports of  safety  and  effectiveness  are  not  always 
substantiated  by  extensive  trials,  it  appears  that 
RO  4-2130  gives  promise  of  being  a useful  addi- 
tion to  the  drugs  available  today  and  is  definitely 
worthy  of  further  clinical  trials. 

Summary 

RO  4-2130  was  administered  to  50  patients 
with  a variety  of  infections  including  pyelo- 
nephritis, cystitis,  epididymitis,  prostatitis,  otitis 
media  and  others. 

The  initial  dose  was  2.0  gm.  in  25  patients  and 
1.0  gm.  in  the  other  25,  who  were  children  or 
small  women.  The  maintenance  dose  in  most  pa- 
tients was  0.5  gm.  three  times  daily.  Culture 
studies,  complete  blood  counts,  and  urine  tests 
were  done  in  more  than  half  of  the  patients. 

Response  was  good  to  excellent  in  48  patients. 
Two  patients  had  a poor  response,  one  of  whom 
had  nausea  and  vomiting  with  mild  headache. 
These  were  the  only  side  effects  observed.  No 
adverse  changes  were  noted  in  blood  or  urine 
following  therapy. 

Post-treatment  cultures  were  negative  in  23 
of  the  26  patients  who  had  culture  studies  done. 
The  only  two  patients  with  treatment  failures 
had  positive  post-therapy  cultures,  indicating  re- 
markable correlation  between  bacteriological 
and  clinical  response. 

The  excellent  clinical  and  bacteriological  re- 
sponse and  the  low  incidence  of  side  effects  ob- 
served with  RO  4-2130  in  this  study  indicate  that 
this  drug  is  a useful  addition  to  available  sulfo- 
namides and  worthy  of  further  trial  in  the  man- 
agement of  a variety  of  bacterial  infections. 
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Dr.  Delp 


Physical 
Diagnostic  Vignettes 


Mahlon  Delp,  M.D. 


An  excellent  presentation  of  diagnostic  clues  to  be  gained  from  careful 
physical  examination,  a technique  which  surely  is  not  an  archaic  art. 


IT  is  fallacious  to  think  that  medicine  is  a pre- 
cise science,  and  particularly  is  this  so  in  diag- 
nosis. Many  people  and  perhaps  a few  physi- 
cians have  come  to  believe  medical  diagnosis 
and  care  to  be  simply  a commodity  consisting  of 
diagnostic  procedures,  X-ray  studies,  laboratory 
tests,  surgery,  medications  and  the  like.  To  many 
people,  and  to  more  than  a few  physicians,  the 
answer  to  any  problem,  diagnostic  or  otherwise, 
lies  merely  in  applying  en  masse  innumerable 
pseudo-scientific  tests  and  mechanical  observa- 
tions while  standing  by  in  detachment  until  the 
result  is  ground  out. 

Even  if  medicine  were  an  exact  science,  the 
patient  is  not  a scientifically  measurable  entity 
and  never  will  be.  We  then  need  revitalization 
of  techniques,  fruitful  and  appropriate  in  the 
past  and  still  remaining  so. 

In  the  diagnosis  of  disease  no  method  of  ap- 
proach gives  such  a high  yield,  even  now,  as  a 
careful  history  and  a thorough,  meticulous  phy- 
sical examination.  It  must  be  emphasized  that 
this  is  a laborious  and  time  consuming  procedure 
not  in  any  way  similar  to  the  usual  sketchy  his- 
tory taking  and  perfunctory  physical  examina- 

Presented  before  the  Section  of  Medicine,  70th  Annual  Meeting, 
Arizona  Medical  Association,  Safari  Hotel,  Scottsdale,  Arizona, 
on  April  28,  1961. 

Chairman,  Department  of  Medicine,  University  of  Kansas 
Medical  Center,  Kansas  City,  Kansas. 


tion  so  common  today.  True  it  is  that  the  meth- 
od is  more  effective  in  episodic  medicine  as 
compared  to  preventive  medicine,  where  in  the 
latter  impersonal  chemical  tests  and  mechanical 
diagnostic  studies  may  more  likely  reveal  diffi- 
culties to  prevent. 

More  physicians  need  acquire  the  obsession 
of  McKenzie  in  his  later  years  when  he  was  so 
intensively  studying  the  early  signs  and  symp- 
toms of  illness;  the  signs  and  symptoms  which 
the  personal  physician  has  the  real  opportunity 
to  detect.  The  approach  to  a patient’s  health 
problem  through  the  history  and  phyiscal  exam- 
ination is  a deeply  personal  method,  one  by 
which  the  physician  can  firmly  establish  that  im- 
portant initial  rapport  and  confidence  so  com- 
pletely necessary  in  the  care  to  follow. 

It  seems  safe  to  say  that  if  all  new  patients 
going  to  physicians  in  the  ensuing  year  were  re- 
introduced to  this  medical  method,  many  of  the 
present  criticisms  of  medicine  and  physicians  in 
America  would  vanish  within  the  year. 

Physical  diagnosis  is  not  a static  area.  Progress 
is  being  made  regularly.  And  to  document  this 
and  hopefully  to  rekindle  a bit  of  interest,  I am 
reviewing  a series  of  new  or  relatively  new,  and 
a few  older  yet  useful  signs,  which  are  being 
overlooked  in  this  state  of  turmoil  in  the  prac- 
tice of  medicine. 


258 


Arizona  Medicine 


Original  Articles 


Cirrhosis  Clues 

The  general  features  of  the  physical  examina- 
tion suggesting  liver  disease  and  cirrhosis  such 
as  ascites,  edema,  jaundice,  palpable  liver,  pal- 
pable spleen,  fever,  and  signs  of  collateral  circu- 
lation indicate  far  advanced  disease.  And  their 
appearance  offers  little  time  to  reclaim  the  pa- 
tient. We  wish  to  give  greater  emphasis  to  those 
signs  which  appear  fairly  early  and  which  also 
have  a high  degree  of  reliability  in  suggesting 
that  liver  damage  exists  and  has  progressed  to 
the  stage  referred  to  as  cirrhosis.  Such  signs  may 
thus  stimulate  or  provoke  us  into  such  biochem- 
ical and  histologic  examination  so  to  make  the 
diagnosis  certain. 

The  following  are  the  signs  we  wish  to  em- 
phasize: hepatomegaly,  spider  nevi,  palmar  ery- 
thema, Dupuytren’s  contracture,  white  nails, 
glossitis,  soft  textured  skin,  testicular  atrophy, 
gynecomastia,  parotid  swelling,  rectoral  alope- 
cia. 

Hypercalcemia 

This  frequently  serious  clinical  problem  can 
be  very  elusive.  In  escaping  detection  its  poten- 
tially lethal  character  becomes  magnified. 

Walsh  and  Howard2  in  1947  discovered  that 
by  using  the  slit  lamp,  ocular  changes  could  be 
found  in  over  50  per  cent  of  patients  with  hy- 
percalcemia. There  are  two  areas  in  which  cal- 
cium deposition  may  occur  — conjunctival  and 
corneal  — and  not  rarely  they  may  be  seen  by 
the  naked  eye. 

The  conjunctival  deposits  are  small,  glass- 
like, crystal  clear  particles  within  the  ocular 
conjunctiva  in  the  region  of  the  palpebral  fissure. 

Corneal  deposits  of  calcium  produce  a band 
keratitis  — hazy,  grayish,  granular  opacities  run- 
ning concentrically  with  the  limbus,  on  either 
the  nasal  or  temporal  side  or  both.  The  opacity 
is  most  dense  in  the  periphery. 

Disease  entities  associated  with  hypercalcemia 
are:  hyperparathyroidism,  hypervitaminosis  D, 
metastatic  carcinoma,  multiple  myeloma,  sarcoi- 
dosis, milk-alkali  syndrome,  thyrotoxicosis,  acute 
osteoporosis,  Paget’s  disease,  idiopathic  hyper- 
calcemia of  infants,  acute  adrenal  insufficiency. 

Liver  Friction  Rub, 

A Sign  of  Liver  Malignancy 

Wilcox3  has  discovered  that  a great  number 
of  patients  with  secondary  or  primary  neoplasm 
of  the  liver  at  sometime  have  an  audible  friction 


Eye  signs  of  hypercalcemia 
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rub  over  the  liver.  The  rub  is  a leathery  sound 
and  is  said  to  resemeble  the  crunching  of  new 
snow.  It  is  heard  best  over  an  enlarged  liver  in 
the  epigastrium  or  the  right  upper  quadrant.  It 
may  come  and  go,  probably  disappearing  with 
ascitic  fluid  accumulation.  Wilcox  has  never,  nor 
have  I,  heard  it  in  heart  failure,  amyloidosis, 
hepatitis,  liver  abscess  or  gallbladder  disease. 

The  rub  may  be  the  only  finding  in  a patient 
with  upper  abdominal  discomfort  when  X-ray 
and  other  studies  are  normal. 

Reflexes  and  the  Thyroid 

Although  Gull  described  myxedema  over  half 
a century  ago,  it  still  continues  to  go  unrecog- 
nized. A valuable  and  useful  sign  is  the  charac- 
teristic Achilles  tendon  reflex  response  described 
by  Chaney  in  19244  but  only  recently  rediscov- 
ered. 

Chaney  found  that  the  time  of  contraction 
and  relaxation  of  the  muscle  in  this  reflex  was 
definitely  prolonged  in  patients  with  myxedema, 
and  this  occurred  in  no  other  types  of  patients 
studied.  The  response  in  simple  hypothyroid  pa- 
tients, short  of  true  myxedema,  is  normal. 

Lambert5  has  more  recently  studied  and  meas- 
ured this  phenomena  of  muscle  activity  and 
graphically  confirmed  Chaney’s  observation. 

The  feature  seems  to  be  a factor  of  the  meta- 
bolic rate,  and  is  probably  due  to  an  abnormality 
of  the  contractile  mechanism  of  muscle  rather 
than  to  a slowing  of  the  stimulus  in  the  peri- 
pheral nerves  involved  in  the  reflex  arc  or  in  the 
mechanism  of  excitation  of  the  muscle.  The  sign 
is  occasionally  referred  to  as  Woltman’s  sign. 

Lawson  and  Weissbein7  have  described  an  ex- 
actly opposite  phenomena  in  hyperthyroidism. 
Utilizing  an  electromagnetic  device  connected 
to  a standard  electrocardiograph,  they  have 
measured  the  contraction  time  of  the  gastrocne- 
mius muscle  after  stimulation  of  the  tendon  of 
Achilles  in  patients  with  hyperthyroidism. 

Before  treatment  contraction  time  was  110-160 
milliseconds.  After  therapeutically  effective 
treatment  of  any  form,  the  contraction  time  in- 
creased to  180-210  milliseconds.  There  was  good 
correlation  between  clinical  improvement  and 
increasing  muscle  contraction  time. 

Carotid  Artery  Murmurs 

The  classical  clinical  syndrome  of  carotid  ar- 
tery thrombosis,  namely  monocular  blindness 
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with  contralateral  motor  and  sensory  disturb- 
ances, is  not  well  recognized,  although  it  should 
be. 

In  carotid  artery  insufficiency  when  collateral 
circulation  through  the  opposite  carotid  and 
basilar  system  is  inadequate,  a continuous  mur- 
mur is  produced,  usually  over  the  carotid  bulb, 
the  most  common  site  of  involvement.  Routine 
auscultation  of  the  head  and  neck  can  reveal  a 
localized  continuous  murmur  over  the  partially 
occluded  carotid  bulb.  This  may  be  the  earliest 
sign  of  carotid  artery  insufficiency. 

When  the  lumen  narrows  with  atheromatous 
deposists  in  the  bulb,  a systolic  appears  first.  As 
the  lumen  is  further  encroached  upon,  if  col- 
lateral circulation  is  deficient,  a continuous  mur- 
mur will  appear. 

The  Hepatojugular  Reflux 

William  Pasteur,  a medical  registrar  in  Mid- 
dlesex Hospital,  originally  described  this  sign  in 
1885,  attributing  its  presence  to  tricuspid  regur- 
gitation. Subsequent  experiences  have  shown  it 
to  be  present  with  heart  failure  of  any  origin. 

The  hepatojugular  reflux  consists  of  a disten- 
tion of  the  neck  veins  when  pressure  is  applied 
over  the  liver  in  the  semirecumbent  patient. 

In  a competent  heart,  pressure  on  the  liver 
does  not  elevate  the  venous  blood  level  in  the 
neck  veins  when  the  maneuver  is  tried  as  de- 
scribed above.  The  normal  heart  quickly  in- 
creases its  output,  in  compliance  to  an  increase 
in  venous  return  preventing  a rise  in  general 
venous  pressure. 

The  failing  heart  is  not  able  to  respond  ef- 
fectively to  an  increase  in  venous  return.  The 
venous  pressure  rises  when  pressure  is  placed 
on  the  liver,  and  promptly  distention  of  the  su- 
perficial veins  and  elevation  of  the  pulsating 
level  of  the  deep  veins  of  the  neck  occur. 

The  hepatojugular  reflux  will  often  indicate 
the  presence  of  heart  failure  before  symptoms 
or  other  signs  become  clear.  It,  further,  is  use- 
ful in  evidence  of  recovery. 

Deformed  Ear,  A Clue 
To  G.  U.  Tract  Defects 

Presence  of  deformed  ears  has  drawn  atten- 
tion to  congenital  malformations  of  the  genito- 


urinary tract  because  the  two  are  often  found 
together. 

It  appears  that  renal  agenesis,  absence  of  one 
kidney,  and  double  ureter  are  in  some  instances 
interrelated,  genetically  determined  and  linked 
to  peculiar  ear  formations.  The  normal  ear  is 
surprisingly  constant  in  gross  contour. 

Hilson10,  in  a careful  study  of  23  children  fit- 
ting this  category,  found  the  ear  was  sometimes 
markedly  and  grossly  deformed.  In  others  there 
were  unilateral  bat  ears.  But  in  all  cases  there 
was  asymetry.  There  were  large  and  small  flabby 
ears,  deficient  in  cartilage;  upper  ears  folded 
over;  small  folded  “cockle  shell”  ears;  and  ears 
squared  off  across  the  superior  margin  of  the 
helix,  with  bulbous  thickening  of  the  flat  upper 
edge  of  the  helix. 

As  the  children  grew  up,  the  deformities  be- 
came less  noticeable.  Familial  distribution  of 
this  complex  does  not  seem  to  be  sex-linked,  but 
there  are  remarkable  family  histories  of  this  clin- 
ical syndrome. 

A malformed  ear  in  the  presence  of  enuresis, 
dysuria  or  any  symptom  referable  to  the  genito- 
urinary tract  suggests  the  need  for  pyelograms. 

Xiphoidalgia 

Many  patients  complaining  of  pain  in  the  up- 
per abdomen,  chest  and  shoulders  do  not  pre- 
sent the  characteristic  picture  of  of  any  known 
clinical  entity.  Many  undoubtedly  have  a hyper- 
sensitive xiphoid  process.  This  area  of  the  body 
anatomy  is  seldom  examined  and  such  omission, 
according  to  Lipkin11  and  associates,  may  result 
in  missing  many  patients  with  xiphoidalgia. 

The  xiphoid  has  many  variations  in  size  and 
contour.  Attached  to  it  are  fibers  of  the  rectus 
abdominis,  the  costoxiphoid  ligament,  fibers  of 
the  diaphragm  and  transverse  thoracis. 

The  best  known  source  of  sensory  nerve  fibers 
to  the  xiphoid  consists  of  the  spinal  (fourth  to 
eighth  thoracic)  nerves  via  the  intercostals.  Near 
the  midline,  anteriorly  terminal  fibers  of  these 
nerves  spread  upward  over  the  sternal  area. 
These  nerves  supply  some  areas  of  skin  to  which 
pain  and  hyperalgesia  may  be  referred  from  the 
stomach  and  gallbladder  in  the  mechanism  of 
segmental  spread  of  pain  impulses  described  by 
Lewis. 

Overlapping  of  xiphoid  and  cardiac  afferent 
innervation  occurs,  since  pain  from  the  heart  is 
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transmitted  over  the  dorsal  rami  of  the  first  to 
sixth  thoracic  nerves.  Afferent  fibers  reach  the 
phrenic  nerves  from  the  xiphoid.  Phrenic  inner- 
vation probably  explains  the  referral  of  xiphoid 
pain  to  the  shoulders. 

This  syndrome  is  common.  It  is  seen  without 
other  disease  but  is  more  common  in  association 
with  other  diseases  such  as  diseases  of  the  heart, 
gallbladder,  stomach,  esophagus  and  osteoarthri- 
tis. It  is  diagnosed  by  phyiscal  examination: 
pressure  upon  the  xiphoid  and  observation  for 
the  characteristic  pattern  of  discomfort. 

The  Puddle  Sign 

Celsus  noted  more  than  nine  hundred  years 
ago  that  “fluid  often  collects  within  the  abdomen 
so  that,  if  it  be  shaken  by  any  movement  of  the 
body,”  the  fluctuations  of  the  fluid  can  be  seen. 

But  this  is  of  no  help  with  small  amounts  of 
fluid.  The  familiar  maneuvers  of  palpation  and 
percussion  readily  demonstrate  moderate  to 
large  collections  of  fluid  but  not  small  amounts. 

Lawson  and  Weissbein12,  already  mentioned, 
have  described  a method  which  in  their  hands 
will  indicate  the  presence  of  as  little  as  120  cc. 
of  fluid.  The  patient  suspected  of  having  ascitic 
fluid  is  instructed  to  lie  on  the  abdomen  for  a 
few  minutes  and  then  is  instructed  to  position 
himself  on  hands  and  knees. 

The  head  of  a Bowles  stethoscope  is  then  ap- 
plied over  the  lowest  part  of  the  suspended  ab- 
domen where  puddling  would  occur.  As  the  near 
flank  is  repeatedly  flicked  with  the  finger,  the 
stethoscope  head  is  progressively  repositioned 
away  form  the  examiner  and  toward  the  oppo- 
site flank. 

A positive  sign  consists  of  a marked  change 
in  the  intensity  and  character  of  the  percussion 
note  as  the  stethoscope  is  moved  toward  the  op- 
posite flank.  To  the  ear  the  intensity  of  the  note 
seems  to  increase,  and  a point  of  demarcation 
is  noted  that  correlates  well  with  the  amount  of 
fluid  present. 

The  patient  then  sits  up,  the  examiner  holding 
the  stethoscope  on  what  was  the  dependent  area. 
Now  the  percussion  note  becomes  loud  and 
clear,  if  the  initial  impression  is  correct. 

The  Respiratory  Sign 

A new  diagnostic  sign  in  acute  appendicitis 
has  been  described  by  Rizvas.13  It  is  elicited  as 


follows:  The  patient,  lying  on  his  back,  is  in- 
structed to  take  a deep  inspiration  and  hold  it 
for  15-30  seconds,  then  to  quickly  expel  it.  In 
acute  appendicitis  this  causes  a sharp  pain  over 
McBurney’s  point. 

The  sign  could  be  especially  valuable  in  chil- 
dren and,  according  to  Rizvas,  is  present  very 
early  in  the  process.  While  this  sign  is  similar  in 
all  respects  to  the  phenomenon  of  rebound  ten- 
derness, there  might  be  some  advantage  in  elicit- 
ing in  a manner  not  requiring  manual  palpation 
of  the  abdomen. 

Pericardial  Effusion  — Differential  Sign 

Even  though  percussion  of  the  heart  has  be- 
come an  unpopular  and  forgotten  skill,  it  retains 
merit  in  the  instance  to  be  recited  superior  to 
the  X-ray.  Dressier,  after  studying  32  cases  of 
pericardial  effusion,  compared  the  effectiveness 
of  percussion  and  a single  roentgenogram  in 
making  the  diagnosis. 

A single  X-ray  film  made  the  diagnosis  in 
13%  of  the  cases,  while  percussion  alone  gave 
correct  findings  in  58%  of  the  instances. 

A flat  percussion  sound  over  the  lower  half 
of  the  sternum,  on  the  left  of  the  sternum  in  the 
third  interspace,  and  to  the  right  extending  from 
the  sternum  between  the  third  and  sixth  ribs 
were  the  most  reliable  signs  determined  by 
Dressier.  He  ignored  relative  and  intermediate 
areas  of  dullness,  focusing  interest  only  on  the 
truly  flat  percussion  note. 

Actually  there  is  a high  degree  of  reliability 
to  be  placed  in  percussion  of  the  sternum  alone. 
In  proven  pericardial  effusion  a flat  percussion 
note  over  the  lower  half  of  the  sternum,  some- 
times extending  upward  as  far  as  the  second 
costal  cartilage,  sufficed  as  a diagnostic  finding. 

Detection  of  Mobile  Retroclavicular 
Lymph  Nodes  for  Biopsy 

Frequently  there  is  a real  need  to  locate  for 
biopsy  a lymph  node  in  making  the  diagnosis  of 
lymphoma  or  various  hematological  disorders. 
The  patient  without  demonstrable  lymphaden- 
opathy  poses  a real  problem.  In  such  cases  sca- 
lene node  biopsy  is  frequently  necessary. 

Terry14  has  recently  called  attention  to  a phy- 
sical diagnostic  maneuver  which  in  three  in- 
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stances  made  it  possible  for  him  to  displace  a 
large,  barely  detectable  lymph  node  from  behind 
the  clavicle  by  having  the  patient  cough  or 
strain. 

Coughing  usually  produces  bulging  of  the 
supraclavicular  fossa.  With  the  shoulders  held 
back,  repeated  coughing  seems  to  increase  the 
mobility  of  a barely  visible  node,  and  with  con- 
tinued straining  it  comes  into  position  before  it 
can  actually  be  grasped  and  biopsy  eventually 
done. 

Nodes  of  this  nature  apparently  lie  deep  into 
the  cervical  fascia  and  probably  are  related  to 
the  inferior  cervical  gland,  according  to  Terry. 
They  are  not  the  sentinal  node  of  Virchow, 
which  lies  more  medially.  This  node  cannot  be 
displaced  by  coughing. 

It  seems  likely  that  an  attempt  to  make  ac- 
cesible  this  node  ordinarily  hidden  deep  behind 
the  medial  end  of  the  clavicle  should  be  tried 
in  all  such  patients  without  the  usual  lympha- 
denopathy. 

Hyperventilation  as  Sign  of 
Gram  Negative  Bacteremia 

Simmons,  Nicoloff,  and  Guze15  have  reempha- 
sized and  documented  visible  hyperventilation 
in  a series  of  eight  patients  with  gram  negative 
bacteremia.  In  three  additional  cases  as  well  as 
the  first  eight,  laboratory  evidence  of  respiratory 
alkalosis  was  noted. 

In  nine  of  their  11  cases,  the  initial  diagnosis 
was  incorrect  but  the  triad  of  hyperventilation, 
source  of  gram  negative  infection,  and  altered 
sensorium  directed  attention  to  the  correct  situ- 
ation. Fortified  by  laboratory  evidence  of  a re- 
spiratory alkalosis  the  phyiscal  finding  takes  on 
real  significance. 

The  real  background  explanation  for  this  ob- 
servation awaits  further  classification,  but  it  is 
not  apparently  due  to  hypotension. 

Not  infrequently  this  phenomenon  occurs  in 
elderly  postoperative  patients  where  early  rec- 
ognition and  prompt  treatment  is  imperative. 
Treatment  which  awaits  positive  bacterologic 
cultures  will  be  too  late.  Hence  the  usefulness 
of  the  physical  sign  is  obvious. 

Point  Tenderness  in  Active  Peptic  Ulcer 

Every  physician  knows  that  peptic  ulcer  is 
suspected  from  a history  of  epigastric  pain,  pe- 


riodic in  nature  and  relieved  by  food  or  anti- 
acids, and  that  the  diagnosis  is  confirmed  by 
gastric  analysis  and  X-ray  studies.  Few  physi- 
cians, however,  take  advantage  of  a fairly  useful 
physical  sign. 

Roentgenologists  have  long  used  direct  pres- 
sure over  the  duodenum  with  the  lead  gloved 
finger  in  order  to  force  barium  into  the  spastic 
bulb.  In  so  doing  they  frequently  elicit  pain  and 
tenderness.  Many  utilize  this  sign  as  probable 
evidence  of  activity  of  an  ulcer.  Checked  with 
X-ray  evidence  of  a crater  there  is  a high  degree 
of  correlation  between  pain  and  tenderness  and 
positive  X-ray  evidence. 

Parallel  evidence  can  be  found  during  the  rou- 
tine abdominal  examination.  With  the  patient 
lying  flat  on  the  examining  table,  careful  finger 
point  palpation  in  a rectangular  area  having  the 
umbilicus  as  its  excentrically  placed  hub  often 
will  bring  out  painful  tenderness  over  the  area 
contiguous  to  the  ulcer.  The  finding  is  quite  sug- 
gestive of  the  diagnosis  which  can  be  confirmed 
by  X-ray  studies. 

Summary 

We  have  presented  14  features  of  physical 
diagnosis  which  do  have  usefulness  in  that  high- 
ly personal  process  of  making  a diagnosis 
through  the  method  of  history  taking  and  exam- 
inations. These  features  are: 

1.  Cirrhoisis  clues 

2.  Eye  signs  of  hypercalcemia 

3.  Liver  friction  rub,  a sign  of  liver  malig- 
nancy 

4.  Reflexes  and  the  thyroid 

5.  Carotid  artery  murmurs 

6.  The  hepatojugular  reflux 

7.  Deformed  ears  and  congenital  defects  of 
the  genitourinary  tract 

8.  Xiphoidalgia 

9.  The  puddle  sign 

10.  The  respiratory  sign 

11.  Pericardial  effusion  — differential  sign 

12.  Detection  of  mobile  retroclavicular  lymph 
nodes  for  biopsy 

13.  Hyperventilation  as  sign  of  gram  negative 
bacteremia 

14.  Point  tenderness  in  active  peptic  ulcer 


266 


Arizona  Medicine 


Original  Articles 


UPPER  POLE  OF 
RETROCLAViCULAR 


NODE 


NODE, DISLOCATED  _ 
7CM.UP  INTO  SUPRA 
CLAVICULAR  FOSSA 


Detection  of  mobile  retroclavicular  lymph  nodes  for  biopsy 


BIBLIOGRAPHY 

1.  Delp,  Mahlon;  Manning,  Robert;  Brown,  Robert;  Physical 
Signs  of  Cirrhosis,  Postgrad.  Med.,  27:2,  131-139,  Feb.  1960. 

2.  Walsh,  F.  B.,  Howard,  J.  E.,  Conjunctival  and  Corneal  Le- 
sions in  Hypercalcemia,  J.  Clin.  Endocrinal,  7:644,  1947. 

3.  Wilcox,  L.  D.,  The  Liver  Friction  Rub,  A Sign  of  Liver 
Malignancy,  Canadian  M.A.J.  80:746-748.  May  1959. 

4.  Chaney,  W.  C.,  Tendon  Reflexes  in  Myxedema:  A Valuable 
Aid  in  Diagnosis,  J.A.M.A.  82:2013,  1924. 

5.  Lambert,  E.  H.,  Underdahl,  L.  O.,  Beckett,  S.,  and  Mederos, 
L.  O.,  A Study  of  the  Ankle  Jerk  in  Myxedema,  J.  Clin.  En- 
docrinal. 18:1186,  1951. 

6.  Houston,  C.  S.,:  The  Diagnostic  Importance  of  the  Myxe- 
dema Reflex,  (Woltman’s  Sign)  Canad.  M.A.J.  78:108  (January 
15,  1958). 

7.  Lawson,  J.  D.,  Weissbein,  A.  S.  The  Free  Achilles  Reflex 
During  Treatment  of  Hvperthyroidism,  Am.  Jour.  Med.  Sci., 
238:39-44.  July  1959. 

8.  Myers,  J.  D.,  Murdaugh,  H.  V.,  McIntosh,  PI.  D.,  Blaisdell, 
R.  K.:  Observation  of  Continuous  Murmurs  Over  Partially  Ob- 
structed Arteries:  Explanation  for  Continuous  Murmurs  Found  in 
Aortic  Arch  Syndromes,  A.M.A.  Arch.  Int.  Med.  97;  726-737, 
June  1956. 

9.  Bryant,  J.  Marion,  The  Hepatojugular  Reflux:  A Helpful 
Sign  in  the  Diagnosis  and  Treatment  of  Congestive  Failure, 
J.A.M.A.  165:3,  281-3,  284  Sept.  21,  1957. 

10.  Hilson,  D.,  Deformed  Ears  and  Congenital  Defects  of  the 
Genito-Urinary  Tract,  Brit.  Med.  J.  2:785,  October,  1957. 

11.  Lipkin,  Mack;  Fulton,  Lyman  A.;  Wolfson,  Edward  A.. 
The  Syndrome  of  the  Hypersensitive  Xiphoid,  New  Eng.  Journ. 
Med.  253:14,  591-14,  597,  Oct.  6,  1955. 

12.  Lawson,  John  D.,  Weissbein,  Arthur  S.,  The  Puddle  Sign 
— An  Aid  in  the  Diagnosis  of  Minimal  Ascites,  New  Eng.  Jour. 
Med.  260:652,  March  26,  1959. 

13.  Rizvas,  S.  I.,  A New  Diagnostic  Sign  in  Acute  Appendici- 
tis, Klin.  Med.  Mask.  38,  145-38,  146  Nov.  1957. 

14.  Terry,  R.  Barratt,  A Mobile  Retroclavicular  Lymph  Node 
of  Some  Clinical  Significance.  Blood,  15:972,  August,  1959. 

15.  Simmons,  Daniel  H.;  Nicoloff,  John;  Guze,  Lucien  B., 
Hyperventilation  and  Respiratory  Alkalosis  as  Signs  of  Gram- 
Negative  Bacteremia,  J.A.M.A.  174,  2196-2199,  December  31, 
1960. 


Point  tenderness  in  active  peptic  ulcer 


December,  1962 


267 


Original  Articles 


Dr.  Berens 


The  Management  of 
Mammary  Carcinoma 


James  J.  Berens,  M.D. 


An  encouragement  to  minimize  embolization  of  cancer  cells  during  radi- 
cal mastectomy  by  early  interruption  of  the  venous  and  lymphatic  channels. 


IT  is  the  purpose  of  this  study  to  provide  pa- 
tients who  have  the  potentiality  for  a perman- 
ent cure  of  breast  cancer  when  first  seen  by  their 
doctor  with  the  best  opportunity  for  permanent 
cure  at  the  completion  of  their  definitive  care. 

Breast  cancer  can  be  cured  by  surgical  resec- 
tion whenever  all  viable  tumor  has  been  re- 
moved from  the  patient  at  the  completion  of 
the  operation.  Manipulation  of  the  carcinoma- 
tous breast  has  been  known  for  decades  to  en- 
courage metastatic  spread  of  tumor. 

Cytologic  studies  in  recent  years  have  demon- 
strated veritable  showers  of  tumor  cells  in  the 
regional  and  systemic  circulation  during  the 
course  of  cancer  operations  such  as  radical  mas- 
tectomy. It  is  reasonable,  therefore,  to  assume 
that  some  patients  whose  tumor  is  confined  to 
the  resectable  tissues  before  initiation  of  surgical 
treatment  have  dissemination  of  viable  cancer 
cells  beyond  the  area  of  resection  at  the  com- 
pletion of  operative  treatment. 

Our  attention  in  this  study  is  directed  to  meth- 
ods of  prevention  of  tumor  spread  both  before 
and  during  surgical  treatment. 

When  a patient  with  a breast  tumor  is  first 
examined  the  palpation  should  be  gentle  and 
brief.  For  the  patient’s  benefit  the  number  of 
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examining  physicians  should  be  held  to  a mini- 
mum. Palpation  of  the  axillary  contents  adds  lit- 
tle diagnostic  or  therapeutic  information. 

After  a mammary  tumor  is  diagnosed  the  axil- 
lary fossa  should  be  gently  examined  for  one 
purpose  — that  is  to  ascertain  that  the  axillary 
structures  are  not  massively  involved  with  meta- 
static cancer  in  an  unresectable  state.  Further 
vigorous  massage  and  squeezing  serves  only  to 
encourage  embolization  of  tumor  cells  beyond 
resectable  tissues. 

After  a decision  is  made  to  treat  a breast 
tumor  surgically,  the  patient  should  be  advised 
to  refrain  from  further  self-examination  of  the 
breasts  until  treatment  is  completed.  Many  wom- 
en react  to  the  threat  of  cancer  with  repeated 
daily  self-examinations  while  awaiting  hospital 
care. 

Surgical  Preparation 

The  surgical  preparation  of  the  skin  must  be 
performed  in  a manner  to  minimize  the  dis- 
lodgement  and  embolization  of  tumor  cells.  Vig- 
orous scrubbing  of  skin  is  frequently  done  by 
nursing  personnel  who  are  more  disciplined  in 
methods  of  reducing  bacterial  infections  than  in 
the  dangers  of  disseminating  cancer  cells.  We 
are  preparing  the  skin  by  painting  or  spraying 
antiseptic  solution  on  the  operative  field  with 
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avoidance  of  all  mechanical  scrubbing. 

Obtaining  tissue  to  establish  histologic  diag- 
nosis is  a necessary  evil  entailing  manipulations 
which  promote  vascular  spread  of  tumor.  These 
manipulations  should  be  held  to  a minimum. 
Small  tumors  should  be  excised  within  a block 
of  normal  surrounding  mammary  tissue.  Large 
tumors  should  be  biopsied  by  excising  a wedge 
or  plug  of  the  neoplasm  rather  than  the  more 
extensive  dissections  required  to  remove  a size- 
able growth. 

In  the  operation  of  radical  mastectomy  efforts 
should  be  directed  toward  the  prevention  of 
embolization  of  carcinoma  cells  beyond  the  re- 
sected tissues. 

Basic  Surgical  Treatment 

Two  important  items  that  are  basic  to  ef- 
fective surgical  treatment  of  cancer  shall  be 
stressed. 

1.  The  portions  of  the  surgical  procedure  re- 
quiring the  most  vigorous  manipulations  of  tu- 
mor bearing  tissues  should  be  withheld  until  the 
vascular  routes  of  tumor  dissemination  have 
been  interrupted. 

2.  The  vascular  routes  of  tumor  dissemination 
should  be  interrupted  as  early  in  the  operative 
procedure  as  feasible. 

These  two  items  will  be  elaborated  upon  be- 
cause they  have  not  been  adequately  utilized  in 
the  radical  mastectomy  as  traditionally  per- 
formed. The  vertical  incision  is  usually  used  in 
this  procedure. 

With  a patient  in  the  supine  position  on  the 
operating  table  the  breasts  assume  a lateral  po- 
sition on  the  chest  wall.  The  medial  skin  incision 
and  elevation  of  the  medial  skin  flap  are  per- 
lormed  utilizing  the  natural  force  of  gravity  to 
revract  the  breast  laterally.  The  medial  dissec- 
tion may  thus  be  carried  out  with  little  or  no 
manipulation  or  manual  traction  on  the  tumor 
bearing  breast. 

In  marked  contrast  to  this,  the  creation  of  the 
lateral  skin  incision  and  skin  flap  requires  me- 
chanical retraction  of  the  breast  from  its  lateral 
position  on  the  chest  wall.  During  the  lateral 
portions  of  the  dissection  the  retractors,  whether 
they  be  the  assistants  hands  or  instruments,  must 
be  repeatedly  readjusted  to  provide  surgical  ex- 
posure and  tissue  traction  to  facilitate  the  dis- 
section. Obviously  each  readjustment  is  accom- 
panied by  more  manipulation  and  massage  of 
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the  tumor  bearing  breast  to  encourage  emboli- 
zation. 

The  larger  the  size  of  the  breast,  the  greater 
is  the  lateral  retraction  due  to  gravity  to  facili- 
tate the  medial  dissection  and  the  greater  is  the 
manual  retraction  required  to  perform  the  lat- 
eral dissection.  Thus,  the  medial  dissection, 
which  provides  minimal  precipitation  of  tumor 
embolization,  should  be  done  first.  And  the  lat- 
eral dissection,  which  is  accompanied  by  much 
breast  retraction,  should  be  withheld  until  the 
efferent  vascular  routes  of  tumor  dissemination 
are  divided. 

The  lymphatic  drainage  from  the  breast 
courses  medially  to  the  internal  mammary  lymph 
nodes  and  cephalad  to  the  axillary  lymph  nodes. 
Unfortunately  axillary  lymph  nodes  contain  met- 
astatic cancer  in  the  majority  of  patients  at  the 
time  of  radical  mastectomy. 

The  spread  of  cancer  from  the  axillary  lymph 
structures  is  in  a medial  direction  through  the 
effernt  lymphatic  channels  that  course  from  the 
apex  of  the  axilla  beneath  the  clavicle  to  drain 
into  the  jugulosubclavian  venous  junction. 

In  Operative  Procedure 

Surgical  treatment  is  obviously  more  effective 
if  these  efferent  lymphatic  vessels  draining  to 
the  mediastinum  and  neck  are  interrupted  in 
the  initial  stages  of  the  operative  procedure. 
These  lymphatic  routes  of  tumor  embolization 
are  easily  divided  through  the  surgical  exposure 
provided  by  the  elevation  of  the  medial  skin 
flap. 

The  venous  system  of  the  breast  drains  chiefly 
in  a medial  direction  to  the  internal  mammary 
veins  and  cephalad  to  the  axillary  veins.  These 
vascular  routes  of  embolization  should  be  di- 
vided at  their  most  distal  site  and  as  early  as 
feasible  in  the  operative  procedure.  The  divi- 
sion of  the  venous  channels  may  be  accom- 
plished through  the  surgical  exposure  provided 
by  the  medial  dissection. 

The  technique  herein  advocated  for  radical 
mastectomy  is  based  upon  two  basic  therapeutic 
features. 

1.  The  elevation  of  the  medial  skin  flap  and 
the  deep  portions  of  the  medial  dissection  can 
be  executed  with  less  traction  and  manipulation 
of  tumor  bearing  tissues  than  can  the  lateral 
portions  of  the  dissection. 

( Continued  on  next  page) 
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( Continued  from  preceding  page ) 

2.  Through  the  surgical  exposure  provided  by 
the  medial  skin  flap  all  of  the  available  lymphat- 
ic and  venous  routes  of  tumor  embolization  can 
be  divided  before  the  extensive  manipulations 
required  in  the  lateral  portions  of  the  dissection. 

Therefore  it  is  recommended  in  the  surgical 
treatment  of  breast  cancer  that  the  initial  in- 
cision be  that  of  the  medial  skin  flap.  Through 
the  exposure  furnished  by  the  elevated  medial 
skin  flap  all  of  the  available  lymphatic  and 
venous  channels  of  tumor  dissemination  are  di- 
vided. Only  after  surgical  interruption  of  the 
vascular  routes  of  tumor  spread  should  one  pro- 
ceed with  the  lateral  skin  incision  and  the  deep 
portions  of  the  lateral  dissection. 

Surgical  Technique 

A brief  description  of  the  technique  follows. 
The  medial  skin  incision  and  elevation  of  the 
medial  skin  flap  are  performed.  This  is  done 
with  little  or  no  traction  on  the  tumor  bearing 
breast  tissues. 

The  pectoralis  major  and  minor  muscles  are 
divided  at  their  origins,  thus  dividing  the  vascu- 
lar routes  to  the  anterior  mediastinum.  The  apex 
of  the  axilla  is  opened  just  below  the  clavicle 
and  the  lymphatic  vessels  draining  the  axilla  are 
divided. 

Dissection  then  proceeds  in  a lateral  direction 
along  the  axillary  vein.  The  pectoralis  minor 


muscle  is  severed  from  the  coracoid  process  to 
expose  the  axillary  fossa  so  that  all  the  venous 
branches  from  the  breast  to  the  axillary  vein 
may  be  divided. 

During  the  preceding  steps  of  the  dissection 
all  of  the  available  vascular  routes  of  tumor  dis- 
semination have  been  severed  with  minimal  trac- 
tion and  manipulation  of  tumor  bearing  tissues 
in  the  breast  and  axilla.  Further  axillary  dissec- 
tion through  this  exposure  is  so  simply  performed 
that  we  continue  the  deep  axillary  dissection  in- 
cluding the  thoracodorsal  and  long  thoracic 
nerves  before  making  the  lateral  skin  incision. 

After  packing  the  medial  wound  with  wet 
pads  the  lateral  skin  incision  and  lateral  skin 
flap  are  prepared.  The  pectoralis  major  muscle 
is  cut  at  its  insertion.  The  axillary  dissection  is 
then  completed  and  the  breast  severed  from  the 
chest  wall.  The  wound  is  sutured  after  thorough 
irrigation  and  insertion  of  suction  catheters. 

SUMMARY 

Various  methods  are  discussed  which  may  be 
helpful  in  preventing  metastatic  spread  of  mam- 
mary carcinoma  from  the  time  the  patient  pre- 
sents herself  for  diagnosis  until  completion  of 
definitive  treatment.  A technique  of  radical  mas- 
tectomy is  presented,  which  attacks  the  vascular 
channels  of  cancer  spread  in  the  early  stages  of 
the  operative  procedure. 


Pearl  Coulter  to  Serve  On 
National  Advisory  Committee 

Mrs.  Pearl  Coulter,  director  of  The  University  of  Arizona  School  of  Nursing, 
has  accepted  an  invitation  to  serve  on  the  12-member  National  Advisory  Com- 
mittee for  Public  Health  Training. 

Mrs.  Coulter,  who  will  serve  for  four  years,  is  the  first  Arizonan  to  become 
a member  of  the  advisory  committee.  The  group  assists  the  U.  S.  Surgeon 
General  in  administering  traineeship  and  health  project  grants. 
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Survival  in  a Thermonuclear  War 

6 . Types  of  Shelters 


Solomon  Garb,  M.D. 


The  advantage  of  corrugated  steel  over  reinforced  concrete  for  home 
shelter  purposes  is  discussed.  Steel,  in  general,  is  more  readily  available 
and  economical.  Important  admonitions  are  to  construct  the  shelter  pri- 
marily as  a SHELTER,  thus  eliminating  the  large  expense  associated  with 
dual  purpose  shelters  and  to  use  conventional  culvert  type  steel  pipe  rather 
than  expensive  custom  built  material  containing  unnecessary  extras. 

The  present  increasing  worry  over  the  initial  effects  of  nuclear  attack, 
i.e.  blast,  fire  and  heat,  strongly  support  Dr.  Garb's  preference  for  a com- 
pletely underground,  rather  than  a basement  style  shelter. 


THERE  are  several  types  of  hydrogen  bomb 
shelters  that  can  be  constructed  at  a reasonable 
cost  on  the  property  of  the  average  home  owner. 
This  article  describes  the  basic  construction  and 
requirements  of  such  shelters.  Other  articles  in 
this  series  will  describe  the  necessary  ventilating 
and  sanitary  systems. 

STEEL  SHELTERS 

A corrugated  steel  pipe  covered  with  3 to  5 
feet  of  earth  offers  a safe,  inexpensive  shelter 
(Fig.  1,  following  page).  A complete  shelter  of 
this  type  should  cost  considerably  less  than  a 
garage.  Corrugated  steel  is  at  least  five  hmes 
stronger  than  an  equivalent  weight  of  plain  steel. 
It  usually  comes  galvanized,  so  that  it  is  pro- 
tected from  rust. 

Several  shapes  are  available,  and  suitable  for 
shelters.  The  round  pipe  offers  the  greatest  vol- 
ume per  dollar.  The  pipe  arch  is  slightly  more 
expensive  per  cubic  foot,  but  is  more  conveni- 
ent for  situations  where  a deep  excavation  is  im- 
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possible.  The  half-oval  or  semicircle  may  be  a 
good  choice  for  ground  which  is  very  dry. 

These  items  are  manufactured  in  a wide  vari- 
ety of  diameters  and  gauges.  But  for  practical 
purposes  only  a few  are  suitable  shelter  material. 
The  largest  diameter  pipes,  which  would  be 
most  comfortable,  require  a very  deep  excava- 
tion which  is  not  practical  in  most  soils  without 
considerable  expense.  Furthermore,  the  resist- 
ance to  blast  decreases  as  the  diameter  increases. 

As  a reasonable  compromise,  several  different 
sizes  have  been  selected  which  should  provide 
a sufficient  variety  for  most  situations.  Tables  I 
and  II  ( following  page ) indicate  the  size  of  pipe 
that  would  make  a suitable  shelter  for  an  aver- 
age family  of  two  adults  and  two  teen-aged 
children,  or  two  adults  and  three  small  children. 

Any  of  these  pipes  or  pipe  arches  have  a large 
margin  of  extra  strength  and  will  resist  not  only 
a weight  of  many  feet  of  earth  but  also  an  added 
blast  overpressure  from  a nearby  explosion. 

If  there  is  little  or  no  warning  before  attack, 
these  shelters  can  protect  against  fallout  only. 

The  decisions  as  to  whether  round  pipe  or 
pipe  arch  is  best  and  which  diameter  to  use 
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TABLE  I.  - FEATURES  OF  GALVANIZED  CORRUGATED  STEEL  PIPE  NECESSARY  TO 
PROVIDE  SUITABLE  SHELTER  FOR  AN  AVERAGE  FAMILY 


12  Gauge  


Dollar 

Necessary 

Cost* 

Diameter 

Length 

(approx- 

Weight 

(Inches) 

(Feet) 

mate) 

(Pounds) 

48 

26 

338 

1,780 

54 

20 

313 

1,570 

60 

16 

274 

1,394 

72 

12 

246 

1,236 

TABLE  II.  - FEATURES  OF  GALVANIZED  CORRUGATED  STEEL  PIPE  ARCH  NECES- 
SARY TO  PROVIDE  SUITABLE  SHELTER  FOR  AN  AVERAGE  FAMILY 


Span 

Arch 

Necessary 

Length 

12  Gauge  

Dollar 

Cost* 

(Approxi-  Weight 

(Inches) 

(Inches) 

(Feet) 

mate)  (Pounds) 

72 

44 

18 

326  1,566 

°Main  pipe  only.  End  closures  and  entrances  not  included. 

have  to  be  based  on  the  amount  of  land  avail- 
able, the  nature  of  the  soil,  and  the  accessibility 
of  the  site  to  motorized  excavating  machines.  It 
is  almost  impossible  to  dig  a suitable  hole  by 
hand. 

In  most  cases,  the  hole  can  be  dug  and  the 
shelter  placed  and  then  covered  by  earth  by  a 
machine  for  a total  cost  of  about  $100.  It  would 
be  best  to  request  a local  excavating  contractor 
to  take  the  job  and  to  ask  him  whether  or  not 
his  machines  can  reach  the  site  and  dig  holes 
of  the  proper  depth,  width,  and  length. 

If  possible,  a local  engineer  also  should  be 


consulted.  His  fee  usually  will  be  quite  reason- 
able. 

It  is  always  possible  to  put  a pipe  or  a pipe 
arch  in  a shallow  excavation,  or  even  on  the 
surface  of  the  ground,  and  cover  it  with  earth. 
In  some  areas  with  high  water  tables,  this  will 
be  necessary. 

The  corrugated  pipes  and  pipe  arches  may  be 
purchased  from  local  dealers  or  through  the  fol- 
lowing manufacturers:  Armco  Drainage  and 

Metal  Products,  Inc.,  Middletown,  Ohio;  Wheel- 
ing Corrugating  Co.,  Wheeling,  West  Virginia; 
United  States  Steel  Co.,  525  William  Penn  Place, 
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Pittsburgh  30,  Pennsylvania,  and  Republic  Steel, 
2318  13th  Street,  Canton  5,  Ohio. 

In  the  state  of  Arizona,  corrugated  steel  pipe 
shelters  may  also  be  ordered  from  Consolidated 
Western  Steel  Division,  W.  S.  Steel  Corp.,  600 
W.  Grant  St.,  Phoenix,  and  Garland  Steel,  1500 
S.  7th  St.,  Phoenix.  They  should  be  able  to  build 
them  to  order  to  fit  any  individual  needs  at  a 
reasonable  price. 

The  ends  of  each  pipe  or  pipe  arch  should  be 
sealed  with  galvanized  corrugated  sheet  steel 
at  least  10  gauge  thick  with  a small  hinged  door 
about  2 feet  wide  and  2 feet  high  cut  into  one 
end.  They  should  be  ordered  from  the  manu- 
facturer with  the  order  for  the  pipe.  They  can 
be  attached  with  devices  furnished  by  the  steel 
company,  with  a series  of  large  angle  irons,  or 
oy  welding.  Right  of  way  marker  posts  welded 
in  place  can  be  used  to  strengthen  the  end- 
closure. 

It  will  prove  easiest  to  do  all  construction 
work  on  the  pipe  when  it  is  above  ground. 

Corrugated  pipe  or  pipe  arch  should  never 
rest  directly  on  rock  or  concrete.  There  must  be 
at  least  an  8-inch  layer  of  earth  between  the 
pipe  and  any  ledge  of  rock. 

When  the  pipe  or  pipe  arch  is  placed  in  the 
excavation  and  covered,  it  is  important  to  tamp 
in  the  earth  at  the  sides  solidly.  It  will  be  best 
to  have  the  loose  earth  filled  in  up  to  about 
three-quarters  of  the  height  of  the  pipe  and 
tamped  in,  and  then  to  have  the  remaining  fill 
added.  Water  is  considered  unsuitable  for  pack- 
ing the  earth  around  corrugated  pipe. 

The  manufacturers  also  recommend  another 
method  of  assuring  maximum  strength  from 
their  pipes.  Steel  arches  or  wood  jacks  are  used 
to  deform  slightly  the  round  pipe  into  an  oval 
with  the  vertical  axis  the  longer. 

After  the  pipe  is  in  position  and  the  earth  is 
filled  in,  the  struts  or  jacks  are  released  allowing 
the  pipe  to  spring  back  and  to  exert  pressure 
against  the  earth  at  the  sides.  This  increases 
greatly  the  resistance  of  the  structure  to  pres- 
sure from  above. 

The  pipe  can  be  ordered  already  deformed  at 
an  additional  cost  of  only  $1.00  to  $2.00  per 
linear  foot. 

Entrance 

The  entrance  to  the  shelter  should  be  a pas- 
sageway with  at  least  one  angled  turn.  It  should 
be  at  least  8 and  preferably  10  to  12  feet  long 
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and  should  slope  down  to  the  shelter. 

If  possible,  it  should  be  made  of  16  gauge 
corrugated  galvanized  steel  pipe,  36  inches  in 
diameter.  It  can  be  ordered  from  the  steel  com- 
pany already  fabricated  to  fit  exactly  the  main 
body  of  the  shelter.  In  some  cases  it  will  be  pos- 
sible to  make  such  an  entrance  a direct  exten- 
sion of  a basement  or  garage  (Fig.  2 following 
page).  This  is  a distinct  advantage.  Another 
type  of  entrance  is  shown  in  Fig.  3 following 
page. 

Also,  there  should  be  a hinged  cover  which 
can  be  opened  or  closed  from  within  the  shaft. 
The  cover  can  be  made  of  sheet  steel  or  corru- 
gated steel.  It  should  have  a lip  extending 
around  the  pipe.  It  too  can  be  ordered  from  the 
pipe  manufacturer. 

An  emergency  exit  can  be  added  if  desired. 

Protection  Against  Water  Seepage 

In  some  cases,  radioactive  rain  may  fall  soon 
after  an  explosion.  In  other  areas,  bombs  may 
explode  in  bodies  of  water.  Unless  the  shelter  is 
protected  against  water,  the  radioactive  rain 
might  seep  through  the  sand  and  harm  the  oc- 
cupants of  the  shelter. 

Fortunately,  it  is  a rather  simple  matter  to 
protect  the  shelter  against  such  rain.  A wide 
sheet  of  polyethylene  covering  the  shelter  and 
anchored  securely  by  sandbags  or  sand  will  give 
good  protection.  Because  this  material  is  inex- 
pensive, it  is  practical  and  worth-while  to  use 
several  layers,  each  separated  by  2 or  3 inches 
of  sand. 

The  polyethylene  should  be  placed  near  the 
surface,  not  near  the  steel.  If  possible,  there 
should  be  3 feet  of  earth  between  the  plastic 
and  the  steel.  Enough  topsoil  can  be  placed  over 
the  plastic  to  allow  grass  to  grow. 

Polyethylene  of  sufficient  thickness  in  widths 
up  to  20  feet  can  be  purchased  from  Montgom- 
ary  Ward  & Company  at  a reasonable  price.  At 
least  4-mil  or  preferably  6-mil  polyethylene 
should  be  used. 

Should  Shelter  Be  Waterproof? 

Whereas  it  is  advisable  to  keep  water  away 
from  the  shelter,  it  is  seldom  advisable  to  have 
the  shelter  proper  watertight. 

In  a specific  rare  situation,  it  would  be  help- 
ful to  have  a watertight  shelter.  That  would  be 
a case  in  which  a shelter  is  buried,  so  that  the 
bottom  of  the  shelter  is  approximately  1 to  2 
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feet  lower  than  the  water  table  surrounding  it. 
In  such  a case,  having  a watertight  shelter  will 
prevent  the  ground  water  from  seeping  in  to 
the  shelter  from  below  and  making  the  inhabi- 
tants uncomfortable. 

If  this  situation  of  high  water  table  is  not 
present,  a watertight  steel  shelter  offers  no  par- 
ticular advantage,  and  has  at  least  one  disad- 
vantage. 

If  radioactive  materials,  carried  by  run-off 
water,  were  to  penetrate  through  the  earth  and 
the  polyethylene  to  the  outside  of  the  steel  shel- 
ter, it  would  make  little  difference  if  it  dripped 
through  into  the  shelter  proper.  The  steel  itself 
is  too  thin  to  afford  any  appreciable  protection. 

If  the  shelter  is  made  watertight,  and  if  there 
are  ways  in  which  ground  water  can  get  to  the 
shelter,  the  owner  of  the  shelter  will  have  no 
way  of  knowing  it. 

If  the  shelter  is  not  watertight,  and  there  are 
ways  for  ground  waters  to  penetrate  to  it,  then, 
after  a heavy  rain,  before  a thermonuclear  at- 
tack, the  owner  of  the  shelter  will  see  water 
dripping  inside.  He  will  then  know  that  some 
sort  of  corrective  action  must  be  taken  to  keep 
the  water  away  from  the  shelter. 

That  corrective  action  might  be  the  installa- 
tion of  more  polyethylene.  It  might  be  a change 
of  the  grading  of  the  earth  above,  or  anything 
else.  Thus,  except  in  the  one  situation  above,  a 


waterproof  shelter  does  not  afford  any  advan- 
tage and  presents  a certain  disadvantage. 

The  discussion  should  not,  however,  produce 
any  undue  alarm  about  the  possibility  of  radio- 
active materials  penetrating  into  a shelter 
through  the  earth  cover. 

In  most  situations  this  would  not  be  a serious 
problem  at  all,  since  studies  have  shown  that 
the  radioactive  particles  which  are  most  danger- 
ous are  quite  large  and  move  through  packed 
earth  very  slowly.  Even  if  there  were  a heavy 
rain  immediately  following  a thermonuclear  at- 
tack, the  likelihood  is  that  most  of  the  radio- 
active particles  would  only  move  about  an  inch 
through  the  upper  layers  of  the  soil. 

With  well  packed  soil,  there  is  practically  no 
danger  of  radioactive  materials  getting  close  to 
the  shelter  for  the  early  days  after  any  attack, 
when  the  danger  is  greatest. 

The  only  situation  in  which  an  appreciable 
danger  would  be  present  from  radioactive  water 
seepage  would  be  one  in  which  there  are  cracks, 
fissures,  or  channels  in  the  earth  above  the  shel- 
ter, which  would  allow  water  to  pour  through 
rather  quickly.  In  most  cases,  these  things  can 
be  prevented  by  packing  the  earth. 

Concrete  Shelters 

A poured  concrete  bomb  shelter  is  not  a suit- 
able project  for  the  home  handyman.  It  must 
be  built  by  a reliable  contractor,  preferably  un- 
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tier  the  supervision  of  an  independent  engineer 
or  architect. 

In  general,  the  shelter  should  be  designed  and 
built  in  conformity  with  the  building  code  re- 
quirements for  reinforced  concrete  and  the  de- 
signs of  the  Civil  Defense  Administration.  The 
exact  design  drawings  are  available  at  a cost  of 
only  5 cents  from  the  Superintendent  of  Docu- 
ments, Washington  25,  D.C.(l) 

Changes  can  be  made,  of  course,  in  accord 
with  local  needs  provided  there  is  no  weaken- 
ing of  the  structure. 

The  concrete  must  be  mixed,  poured,  vibra- 
ted, and  cured  properly.  It  must  never  be  al- 
lowed to  freeze  before  it  is  cured.  Steel  rein- 
forcement using  deformed  steel  bars  must  be 
prepared  according  to  strict  specifications. 

In  the  roof  slab,  the  longitudinal  bars  are 
spaced  every  12  inches  whereas  the  horizontal 
bars  are  only  4V2  inches  apart.  Note  that  these 
are  thick  No.  4 steel  bars  about  Vi  inch  in  di- 
ameter, not  the  reinforcing  mesh  which  is  used 
to  reinforce  driveways  and  which  looks  like  a 
wire  frame.  Even  if  thicker  concrete  is  used,  the 
reinforcing  bars  must  still  be  present. 

All  the  concrete  in  this  shelter  is  reinforced. 
This  includes  roof,  walls,  floor,  and  interior  par- 
titions. The  reinforcing  bars  run  in  two  planes 
to  make  a grid  pattern. 

The  amount  of  reinforcing  bars  needed  for 
the  concrete  of  the  simple  shelter  is  approxi- 
mately 1,300  feet  and  weighs  about  870  pounds. 
The  concrete  itself  will  weigh  about  45,000 
pounds.  The  earth  cover  weighs  still  more. 

The  structure  will  be  much  stronger  if  all 
walls  are  poured  as  a single  unit.  Since  the  roof 
slab  is  thin  and  weak,  it  also  should  be  poured 
as  a single  unit. 

There  are  many  pitfalls  in  the  construction  of 
a concrete  shelter  which  make  continual  super- 
vision of  the  job  essential.  For  example,  after 
excavating  the  earth  for  the  shelter,  the  bottom 
of  the  excavation  must  be  leveled  and  thorough- 
ly tamped  before  the  slab  is  poured.  Otherwise, 
there  may  be  uneven  settling  which  could  crack 
the  structure. 

Other  details  relating  to  the  mixing,  pouring, 
and  curing  of  the  concrete  can  be  adequately 
supervised  only  by  someone  experienced  in  con- 
crete construction. 

Costs 

The  costs  of  a reinforced  concrete  shelter  are 
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high.  It  is  quite  misleading  to  calculate  the  cost 
of  the  raw  materials  and  assume  that  the  total 
cost  will  be  in  the  same  range.  The  major  cost 
of  concrete  work  is  not  the  concrete  but  the 
forms  which  must  be  properly  built,  placed, 
and  then  removed.  Highly  skilled  labor  is  need- 
ed, and  the  hourly  wage  is  high. 

In  the  case  of  a concrete  bomb  shelter,  the 
weight  of  concrete  will  require  extra  strong  sup- 
ports which  will  have  to  be  placed  in  a cramped 
space  underground.  This  adds  to  the  cost. 

The  picture  might  be  quite  different  if  there 
were  a government  shelter  building  program. 
Then,  prefabricated  reusable  forms  would  be 
available,  and  shelters  could  be  constructed  on 
an  assembly  line  basis.  This  would  bring  costs 
down  and  as  a result  concrete  shelters  could  be 
provided  at  a cost  of  under  $1,000  per  family. 

If  a decision  is  made  to  have  a poured  con- 
crete bomb  shelter,  it  seems  essential  that  an 
independent  engineer  or  architect  be  engaged 
to  supervise  and  inspect  the  contractor’s  work. 
To  the  inexperienced,  concrete  placement  may 
seem  like  a simple  thing.  However,  there  are 
many  pitfalls  in  concrete  work.  If  there  should 
be  any  defect  in  the  concrete,  the  entire  struc- 
ture might  be  dangerous  as  well  as  useless. 

Problems  Involved 

There  are  many  problems  involved  in  con- 
crete mixing  and  placement.  The  mix  propor- 
tions may  not  be  ideal.  The  sand,  of  coarse  ag- 
gregate, may  not  be  perfectly  clean.  Excessive 
water  may  be  used.  Vibration  may  not  be  done 
properly.  Even  the  angle  at  which  concrete  is 
poured  from  a mixer  or  wheelbarrow  into  the 
forms  can  greatly  affect  its  strength. 

The  concrete  manual  of  the  U.S.  Department 
of  the  Interior  points  out  that  if  concrete  is 
poured  into  a deep  form  at  an  angle  and  strikes 
the  side  of  the  form  on  the  way  down,  separa- 
tion of  the  components  will  occur (2).  This  will 
weaken  the  base  of  the  entire  structure. 

These  are  only  a few  examples  of  what  can 
go  wrong  in  concrete  construction.  They  illus- 
trate the  importance  of  expert  professional  su- 
pervision of  the  building  of  a poured  concrete 
shelter. 

It  would  be  an  error  to  assume  that  a builder 
or  contractor  experienced  in  pouring  concrete 
footings  or  concrete  driveways  would  necessarily 
be  capable  of  pouring  a concrete  bomb  shelter 
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properly.  It  is  relatively  simple  to  pour  shallow 
layers  of  concrete  directly  onto  the  ground. 
However,  a bomb  shelter  wall  is  a much  more 
difficult  and  complex  proposition. 

The  floor  and  walls  of  an  underground  con- 
crete bomb  shelter  should  be  a minimum  of  8 
inches  thick.  The  roof  slab  must  be  not  less  than 
6 inches  thick.  As  mentioned  previously,  all  the 
concrete  must  be  strongly  reinforced  with  steel 
bars.  These  dimensions  can,  of  course,  be  in- 
creased but  only  at  a tremendous  increase  in 
cost. 

Under  certain  circumstances,  the  roof,  instead 
of  being  6 inches  of  concrete  covered  by  2/4 
feet  of  earth,  might  be  20-inch  thick  concrete. 
When  this  thickness  is  used,  the  concrete  is  usu- 
ally placed  as  two  separate  layers  of  10  inches 
each. 

INTERIOR  SHELTERS 

Several  government  publications  describe 
basement  corner  shelters,  interior  room  shelters, 
and  other  shelters  which  may  be  incorporated 
into  existing  homes (3,  4).  The  plans  for  such 
shelters  are  frequently  reproduced  in  newspa- 
pers and  magazine  articles.  Although  such  shel- 
ters are  much  better  than  no  shelter  at  all,  they 
are  less  satisfactory  than  an  outside  underground 
shelter. 

It  is  difficult  to  support  safely  the  required 
weight  of  earth  or  concrete  in  the  average  base- 
ment. If  the  shelter  walls  and  ceiling  are  the  full 
3 feet  thick,  the  shelter  will  weigh  50,000  to 
100,000  pounds.  This  weight  probably  will  crack 
the  house  foundations  unless  the  entire  basement 
floor  rests  on  bedrock  or  unless  additional  foot- 
ings are  poured.  This  is  a costly  and  difficult 
task  in  an  existing  house. 

Most  basements  are  relatively  shallow.  There- 
fore, it  is  impossible  to  have  a 3-foot  thick  ceil- 
ing and  still  have  much  room  in  the  shelter.  In 
such  cases,  the  Federal  Civil  Defense  Admin- 
istration advises  that  the  floor  above  be  cov- 
ered with  sandbags  after  the  floor  joists  are 
strongly  braced. 

However,  this,  in  effect,  means  taking  a room 
away  from  the  house.  Therefore,  most  people 
are  not  likely  to  build  such  a shelter  until  an 
attack  is  imminent.  By  then,  it  may  be  too  late, 
since  it  is  not  easy  to  move  such  enormous 
masses  of  earth. 

The  energy  and  expense  of  building  this  type 
of  shelter  would  usually  be  spent  better  in  mak- 


ing an  underground  shelter  where  possible. 

Nevertheless,  there  are  those  who  live  in  ur- 
ban areas  who  do  not  have  the  land  for  under- 
ground shelters.  Although  the  basement  or  in- 
terior room  shelter  is  not  ideal,  it  can  give 
enough  protection  to  save  most  people’s  lives  if 
properly  designed  and  built. 

It  is  difficult  to  calculate  the  survival  chances 
in  basement  and  interior  shelters  because  so 
much  depends  on  the  basic  structure  of  the 
house. 

Consultation  Needed 

If  the  decision  is  made  to  build  a basement  or 
interior  room  shelter,  an  architect  should  be 
consulted.  Without  his  advice,  it  would  be  easy 
to  ruin  the  entire  house. 

The  basement  or  interior  room  shelter  needs 
all  the  accessories  required  for  other  shelters 
and  a supply  of  food,  water,  and  other  items. 

From  time  to  time,  government  agencies  issue 
press  releases  describing  different  kinds  of  in- 
terior shelters.  Unfortunately,  they  use  such  gen- 
eral terms  that  some  people  may  be  confused 
about  the  relative  degree  of  protection  provided. 

Before  deciding  on  a particular  shelter,  one 
should  know  the  amount  of  protection  to  be  pro- 
vided. This  can  be  calculated  readily  from  the 
half-thickness  values  given  in  the  third  article 
in  this  series.  (Arizona  Medicine,  June  1962.) 

Occasionally,  suggestions  are  made  that  a 
structure  be  built  for  a dual  purpose:  to  serve 
as  a bomb  shelter  and  also  for  other  uses.  Per- 
haps in  large  reinforced  concrete  structures  this 
may  be  practical.  However,  for  a family  shelter 
it  is  not.  Attempts  at  a dual  function  are  likely 
to  result  in  inadequate  protection  or  may  result 
in  greater  expense  rather  than  savings.  There- 
fore, it  is  recommended  that  the  shelter  be  de- 
signed solely  as  a shelter. 

A basic  principle  behind  the  use  of  a base- 
ment shelter  is  that  anything  that  is  below  the 
level  of  ground  will  not  receive  direct  radiation 
from  particles  on  the  ground.  Thus  a simple  fox- 
hole will  give  a great  deal  of  protection. 

The  radiation  which  penetrates  to  a basement 
or  to  the  bottom  of  a foxhole  is  mainly  radiation 
which  bounces  back  from  the  sky.  This  is  some- 
is  about  1/10  of  the  radiation  level  at  the  surface 
times  known  as  “sky  shine”  and  in  general  this 
of  the  ground. 

Any  structure  which  is  built  in  a deep  base- 
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ment  automatically  has  the  protection  factor  af- 
forded by  the  underground  location  multiplied 
by  the  protection  factor  in  the  walls  and  ceiling 
of  the  shelter  proper.  These  protection  factors 
multiply  provided  that  there  are  no  weak  links. 
Thus  the  basic  OCDM  family  fallout  shelter 
made  of  8-inch  thick  concrete  blocks  has  a basic 
protection  factor  of  ten.  However  because  it  is 
built  in  a deep  basement  the  total  protection 
factor  becomes  ten  times  ten  or  100. 

The  protection  factor  afforded  by  a basement 
applies  only  to  those  basements  which  are  well 
below  ground  level  and  do  not  have  a large 
j lumber  of  windows.  The  so-called  walkout  base- 
in<  nts  do  not  afford  this  degree  of  protection 
uur  do  basements  which  have  a large  number 
of  windows  in  a playroom. 

Even  if  a shelter  were  built  in  a far  corner  of 
a basement  of  that  type,  the  protection  factor 
would  be  considerably  less  than  in  the  case  of 
a similar  shelter  built  in  a basement  that  is  un- 
derground on  all  four  sides.  Anyone  who  is  in 
doubt  about  the  suitability  of  his  basement  for 
construction  of  a fallout  shelter  should  consult 
a local  civil  defense  official  and  get  authorita- 
tive advice. 

In  the  event  that  a basement  does  not  give 
the  needed  protection  factor  of  ten,  any  fallout 
shelter  constructed  in  such  a basement  will  have 
to  be  considerably  thicker  than  that  recommend- 
ed by  the  OCDM. 

Other  Methods 

There  are  other  ways  of  handling  the  fallout 
shelter  problem  in  a basement  which  lend  them- 
selves to  situations  in  which  cost  is  a serious 
problem.  A reasonably  satisfactory  fallout  shel- 
ter can  be  constructed  in  a basement  substitu- 
ting crushed  rock  for  concrete  blocks. 

Concrete  block  generally  costs  from  $20  to 
$25  per  ton,  whereas  washed,  crushed  rock  costs 
from  $2  to  $3  per  ton.  Crushed  rock  has  the 
same  amount  of  voids  as  sand.  Its  half  thick- 
ness is  3.3  inches  compared  to  2.2  inches  for 
concrete.  Crushed  rock  may  be  used  in  the 
building  of  a basement  shelter  in  the  following 
manner: 

1.  Mark  off  an  area  in  which  the  shelter  is  to 
be  built  in  a corner  of  the  basement. 

2.  Brace  each  of  the  floor  joists  by  placing  a 
stud  underneath  it  at  the  seven  foot  mark  and 
nail  securely.  Thus  the  total  unsupported  span 
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of  the  joist  is  reduced  to  seven  feet.  This  in- 
creases the  weight  carrying  capacity  of  the  joist 
approximately  four  times. 

3.  Nail  a strip  of  expanded  metal  lath  to  the 
underside  of  a row  of  joists.  These  strips  range 
from  24  to  30  inches  wide  and  should  be  nailed 
securely  using  J type  nails  which  are  obtainable 
from  most  lumber  dealers.  A strip  of  wood  can 
be  nailed  underneath  to  help  provide  further 
support. 

4.  Crushed  rock  is  then  shoveled  into  the 
space  between  the  joists  and  is  held  up  by  the 
strip  of  metal  lath. 

5.  Another  strip  of  metal  lath  is  nailed  in  place 
and  more  crushed  rock  put  in. 

6.  This  procedure  is  repeated  until  the  entire 
space  between  the  joists  overhead  has  been 
packed  with  crushed  rock. 

7.  The  metal  lath  is  tapped  gently  from  below 
to  distribute  the  crushed  rock  more  evenly. 

8.  Sidewalls  are  made,  using  wood,  corrugated 
steel  or  any  other  strong  material  which  may  be 
available,  as  permanent  forms.  They  should  be 
at  least  12  and  preferably  18  to  36  inches  apart. 
The  spaces  between  the  two  walls  are  then  filled 
with  crushed  rock. 

In  this  type  of  construction,  the  combination 
of  crushed  rock  and  metal  lath  is  used  because 
it  prevents  moisture  from  collecting  and  con- 
densing around  the  joists.  If  water  should  re- 
main around  those  joists  they  would  eventually 
rot  and  the  house  would  collapse.  However,  the 
voids  in  crushed  rock  are  relatively  large  and 
metal  lath  is  completely  porous.  Therefore  any 
water  vapor  which  might  condense  in  the  area 
between  the  joists  would  drain  down.  The  like- 
lihood, however,  is  that  there  would  be  no  ap- 
preciable condensation  because  of  good  venti- 
lation throughout  that  area. 

If  desired,  this  procedure  may  be  used  in 
combination  with  the  OCDM  family  fallout 
shelter  plans  and  a shelter  with  a protection 
factor  of  1000  or  better  can  be  built. 
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Why 


is  the 

BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 

Why  does  SARDO  so  effectively  relieve1'5  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 

HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 

IMMEDIATE  DISPERSIBILITY 

SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 

SUPERIOR  ADSORBABI LITY  SARDO  covers  the 

skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 
moisture. 


ECONOMICAL  i n addition,  the  cost  per  application  of  SARDO 
is  low  — for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 


PLEASANT  Unique  pine  scent,  non-sticky,  non-sensitizing, 
SARDO  assures  patient  cooperation. 


SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 
acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat- 
ing wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase. 
Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 

FOR  SAMPLES  AND  LITERATURE 


* 
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please  write . . . SARDEAU, 


Also  available:  SARDOETTES,  disposable 
compresses  impregnated  with  SARDO, 
for  topical  application  in  relieving  skin  dry- 
ness, itching,  scaliness  in  the  same  cond- 
itions as  listed  for  SARDO. 


INC.  75  East  55th  Street,  New  York  22,  N.  Y. 
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When  you  choose  an  anorectic— 


“Does  it  help  the  patient 


maintain  the  proper  diet, 
is  it  free  of  dangerous 
side  effects,  and  does 


the  patient  like  it?”1 

Perhaps  you’ll  find,  as 
Stevenson  did,  “[‘Eskatrol’] 
seems  to  meet  these 
criteria  better  than  most.” 

1.  Stevenson,  L.E. : M.  Ann.  District  of  Columbia  J0:4O9  (July)  1961. 

ESKATROL' 

SPANSULE* 

brand  of  sustained  release  capsules 


PRESCRIBING  INFORMATION 

Formula:  Each  ‘Eskatrol’  Spansule  sustained  release  capsule  contains  Dexedrine® 
(brand  of  dextro  amphetamine  sulfate),  15  mg.,  and  Compazine®  (brand  of 
prochlorperazine),  7.5  mg.,  as  the  dimaleate. 

Recommended  Dosage:  One  ‘Eskatrol’  Spansule  capsule  daily,  taken  in  the  morning. 
Side  Effects:  Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent, 
and  usually  mild  and  transitory. 

Cautions:  Clinical  experience  has  demonstrated  that  ‘Eskatrol’  (containing  the 
phenothiazine  derivative,  prochlorperazine)  has  a wide  margin  of  safety  and  that 
there  is  little  likelihood  of  blood  or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms).  The  physician  should  be  aware,  however,  of  their 
possible  occurrence. 

‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe 
hypertension,  advanced  cardiovascular  disease,  or  extreme  excitability. 

Prescribing  information  adopted  Jan.  1961  Smith  Kline  & French  Laboratories  jp 
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Thanks  to  135  tiny  "doses”  throughout  the 


trademark,  Reg.  U.S.  Pat. Off. 


Copyright  1962,  The  Upjohn  Company 


light,  the  arthritic  wakes  ug 


comfortable 


Morning  stiffness  may  be  reduced 
or  even  eliminated  as  a result 
of  therapy  with  the  only  steroid  in 
long-acting  form.  And  the  slow, 
steady  release  of  steroid 
makes  it  possible  in  some  cases 
to  reduce  the  frequency  of 
administration  and/or  the  total 
daily  steroid  dosage. 


Medrol* 
Medules 

Each  hard-filled  capsule  contains  Medrol 
(methylprednisolone)  4 mg.  Also  available 
in  2 mg.  soft  elastic  capsules. 

Supplied  in  bottles  of  30  and  100. 


Reminder  advertisement. 
Please  see  package  insert  for 
detailed  product  information. 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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SPECIAL  COUGH  FORMULA 

for  CkiUrea 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 

Each  teaspoon  (5  ml.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


LABORATORIES 

New  York  18.  N Y 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 


Dosage: 

Children  from  6 months  to  1 year, 
1/4  teaspoon;  1 to  3 years,  1 /2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Available  on 
prescription  only. 


Exempt  Narcotic 
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man  in 


motion! 

DELENAR  loosens  the  rheumatic  grip  on  muscles  and  joints,  starts  them 
functioning  again  — first  by  a direct  relaxant  action  on  skeletal  muscle, 
again  by  its  specific  analgesic  effects.  And,  while  immediate  sympto- 
matic relief  restores  motion,  underlying  inflammation  is  reduced  with 
the  low-dosage  corticosteroid. 

Now  you  can  restore  comfortable  motion  safely,  surely  with  DELENAR  in 
rheumatoid  arthritis/traumatic  arthritis/early  osteoarthritis/spondylitis/ 
fibrositis/myositis/bursitis/tenosynovitis. 

Formula: 

Orphenadrine  HCI 15  mg Proved  muscle  relaxant  to  relax  spasm 

Aluminum  Aspirin 375  mg Fast  analgesic  relief  of  motion-stopping  pain 

Dexamethasone* 0.15  mg Low-dosage  anti-inflammatory  steroid 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  N.  J.  Bibliography:  1.  Ernst, 
E.  M.:  Pennsylvania  M.J.  63:708  (May)  1960.  2.  Settel,  E.:  Clin.  Med.  7:1835  (Sept.)  1960. 
*Deronil®  brand  of  dexamethasone  h-4is 

loosens  the  rheumatic  grip  or  muscles  and  Joints 

“JB  brand  of  antirheumatic  preparation 

Delenar 
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Editorials 


" What  the  American  Public 
Wants  in  Health  Care " 

(Following  is  a review  by  Dr.  Leslie  B.  Smith 
of  Dr.  Jack  C.  Haldeman  s article,  “What  the 
American  Public  Wants  in  Health  Care,”  as  pub- 
lished in  "Public  Health  Reports,”  Vol.  77,  No.  4, 
April,  1962.  Dr.  Haldeman  is  Assistant  Surgeon 
General.  — Ed.) 

“The  public’s  wants  are  not  always  the  same 
as  its  greatest  needs.”  Because  of  this  discrep- 
ancy, the  author  relates  that  it  is  the  duty  of 
health  officials,  even  with  their  popularity  at 
stake,  to  encourage  public  support  for  the  neces- 
sary programs,  thus  assuming  the  responsibility 
of  leadership  rather  than  following  public  pref- 
erence. 

The  author’s  challenge  to  the  health  officials 
applies  equally  to  all  physicians  and  all  those 
who  are  responsible  for  the  total  medical  care. 

Most  all  people  consider  health  a priceless  pos- 
session and  approve  it  in  much  the  same  spirit 
they  endorse  virtue  and  religion. 


The  conflict  between  what  people  profess  to 
believe  and  what  they  actually  practice  presents 
a number  of  paradoxes.  As  an  example  he  cites 
the  lack  of  public  concern  about  accident  pre- 
vention, which  claims  more  lives  than  most 
diseases,  as  contrasted  to  their  high  interest  in 
low  incident  diseases  as  poliomyelitis  and  rabies. 

The  public  is  often  inconsistent  in  their  atti- 
tudes toward  certain  health  matters.  There  was 
a high  public  interest  in  the  development  of  a 
poliomyelitis  vaccine  which  they  supported  vol- 
untarily by  raising  large  funds.  Yet,  after  its 
discovery,  there  was  amazing  difficulty  in  con- 
vincing certain  segments  of  the  public  to  be 
vaccinated. 

The  motivation  of  the  public,  private  physi- 
cians and  public  health  officials  may  differ.  Even 
when  there  is  a serious  health  threat  most  people 
will  not  act  unless  they  relate  it  to  themselves. 

The  community  is  the  health  official’s  patient. 
Hence,  he  is  concerned  about  the  effect  of  the 
prevalence  of  the  disease,  whereas  for  the  pri- 
vate practitioner  the  severity  of  the  disease  is  the 
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Eastern  Representative 
A.  J.  Jackson,  President 
State  Medical  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 

“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  pre- 
vious publication  in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given 
equal  consideration. 

Certain  general  rules  should  be  followed,  however,  and 
the  Editor  therefore  respectfully  submits  the  following 
suggestions  to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling 
and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing 
as  followed  by  the  JOURNAL  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscrapt  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced, 
and  the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for 
publication  on  condition  that  they  are  contributed  solely 
to  this  Journal.  Ordinarily  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for  publica- 
tion. Every  effort  will  be  made  to  return  unused  manu- 
scripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing 
cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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crucial  factor.  He  cites  as  an  example  the  apathy 
of  the  private  physicians  about  the  1957-58  Asian 
influenza  epidemic. 

In  his  discussion  of  the  lack  of  concern  of  the 
private  physician  about  the  Asian  influenza  the 
author  states:  “In  other  words  local  physicians 
did  not  share  the  concern  of  the  epidemiologists, 
despite  ample  information  in  the  public  press.” 
He  does  not  realize  that  doctors  do  not  consider 
“the  public  press”  to  be  the  proper  media  for 
the  dissemination  of  scientific  knowledge. 

Dr.  Haldeman  also  seemed  to  be  unaware 
that  doctors  are  frequently  indifferent  to  at- 
tempts to  mold  their  medical  attitudes  through 
public  press,  and  that  in  health  matters  it  is 
disdainful  to  coerce  doctors  by  quasi-scientific 
public  opinion  and  demands. 

PATIENTS  are  influenced  by  their  physician’s 
opinion.  In  support  of  this  tenet,  he  quotes 
from  studies  which  show  the  similarity  of  reac- 
tion of  the  public  and  doctors  toward  the  Asian 
influenza  vaccination  program:  that  if  the  pa- 
pient’s  doctor  favors  progressive  care  so  will  the 
patient,  and  that  patients  do  not  choose  their 
physicians  because  they  happen  to  have  priv- 
ileges in  a specific  hospital.  Instead  they  go  to 
hospitals  chosen  by  their  doctors. 

The  wants  of  the  public  can  best  be  deter- 
mined by  analysis  of  the  health  measures  re- 
jected or  approved  by  the  congress  and  state 
legislators;  the  interest  and  success  of  volun- 
tary health  agencies,  civic  groups;  the  expression 
of  public  opinion  by  the  mass  media;  the  mail 
received  by  health  officials;  health  status;  and 
personal  observations. 

To  best  feel  the  public  pulse  it  is  necessary  to 
be  an  active  member  of  society. 

Dr.  Haldeman  has  drawn  upon  his  20-plus 
years  of  experience  in  the  hospital  and  public 
health  fields  to  determine  what  he  believed  the 
public  wanted.  They  want  more  long-term  care 
facilities  which  he  believes  need  to  be  inte- 
grated with  short-term  hospital  facilities  covering 
the  entire  spectrum  of  medical  facilities.  This  to 
include  coordinated  home  care,  homemaker 
service,  and  home  nursing  services. 

The  public  now  recognizes  the  need  for  re- 
placement or  modernization  of  our  older  hospi- 
tals. 

"The  public  is  demanding  that  unwarranted 
increases  in  hospital  costs  be  forstalled.”  This  he 


believes  can  be  done  by  general  hospitals  pro- 
viding out-patient  care  as  it  is  now  providing 
in-patient  care;  by  extending  care  to  the  home; 
long  term  care  for  the  mentally  and  chronically 
ill,  continuity  of  care  for  patients  transferred  to 
paramedical  institutions;  and  offering  preventive 
services  and  teaching  health  care.  He  also  sug- 
gests further  research  to  develop  more  efficient 
methods. 

“We  should  plan  tomorrow’s  hospital  as  the 
focal  point  of  community  health  services  in  a 
planned  hospital  system.  This  plan  should  be 
developed  by  a local  hospital  agency.”  It  is  to 
be  noted  that  he  specified  local  hospital  agency. 
The  public’s  additional  wants  include  more  ade- 
quate facilities  for  care  of  the  mentally  ill,  addi- 
tional general  hospitals  in  certain  areas. 

Although  Dr.  Haldeman’s  reprint  was  based 
on  a presentation  which  he  made  in  April  1960, 
it  is  of  interest  that  even  in  1962  he  has  not  in- 
cluded as  one  of  the  public  wants  the  providing 
of  medical  care  for  the  aged  or  any  other  seg- 
ment of  our  society  through  the  social  security 
system  or  any  other  federal  bureau. 

Leslie  B.  Smith,  M.D. 


PATRIOTISM 

THE  Navajo  maiden,  tending  her  flock  in  Mon- 
ument Valley,  is  developing  a different  devo- 
tion to  the  land  than  is  the  bespectacled  orator 
of  a city  high  school.  We  want  our  children  to 
have  patriotism.  But  this  is  an  outsized  generali- 
zation. Patriotism  is  made  up  of  all  our  impres- 
sions and  memories.  They  are  particular  and 
very  personal. 

The  small  country  of  the  young  people  is  a 
home,  a neighborhood,  a schoolground,  a church, 
a shopping  center.  Is  it  a country  in  which  they 
are  beloved  and  which,  in  turn,  they  will  love? 

The  child  is  exposed  to  a frightening  and  un- 
necessary ugliness. 

Instead  of  a sidewalk  there  is  an  unbordered 
brown  path.  It  is  sparsely  strewn  with  gravel 
and  crumpled  cigarette  packages.  Paralleling  the 
path  is  a urinary-looking  irrigation  ditch.  It  is 
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scarcely  concealed  by  its  gunny  sack  underwear 
of  dry  weeds. 

Anonymous  iron-shouldered  beetles  are  rush- 
ing past,  their  unblinking  glass  eyes  afraid  to 
look  up.  On  the  corner  the  service  station 
crouches  like  a spider,  the  yellow  pumps  its 
fangs.  It  has  caught  three  or  four  of  the  beetles 
and  is  sucking  the  juices  from  them. 

Overhead  are  the  stringy  black  hairs  of  the 
power  and  telephone  lines.  And  there  is  the 
street  light.  It  is  a long  probe  with  bulbous 
blue-white  tip.  It  is  an  obscene  instrument  from 
the  sleeve  of  an  unseen  abortionist.  The  mailbox 
is  a squatting  fetus  with  gaping,  toothless  mouth. 

THE  stores  are  as  drab  as  a row  of  empty  card- 
board cartons.  Children  and  flies  drink  soda 
pop  from  a tilted  wooden  honeycomb.  There  is 
no  shade. 

The  face  is  without  eyebrows  or  gentling 
curves.  There  are  only  squares  of  purple  inflam- 
mation and  reddish  eczema.  There  are  no  arch- 
ways or  circles. 

And  the  use  of  makeup  is  hebephrenic,  ghast- 
ly. In  blue,  white,  orange  and  green  shimmers 
the  advertisement  on  the  hard  back  of  the  bus 
stop  bench.  The  big  bloody  hands  of  billboards 
call  loathsome  attention  to  the  aluminum 
crutches  which  hold  them  up.  Tin  saddles  with- 
out a horse  are  the  A-shaped  signs  at  the  curb. 
The  parking  areas  are  black  hangnails  in  the 
cuticle  of  unmanicured  streets.  Inverted  triangles 
of  colored  paper  make  an  even  cheaper  neck- 
lace than  a string  of  electric  light  bulbs. 

Our  tallest  buildings  were  designed  with  al- 
phabet blocks  from  an  underprivileged  nursery. 
Other  architecture  is  an  oversized,  isinglass  tele- 
phone booth  — or  a square  plastic  box  from 
which  the  corsage  has  been  removed.  The  thor- 
oughfares are  gray  suspenders.  And  Park  Cen- 
tral wears  a hair  net  in  the  summer. 

Through  rimless  spectacles  the  hard  glass 
doors  stare  coldly  at  the  children.  Wherever 
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there  are  music  and  dancing  there  is  the  curt 
rejection,  “No  Minors  Allowed.” 

The  mariachis  have  gone  back  to  the  quieter, 
more  harmonious  tones  of  their  village.  Then- 
music  was  torn  on  the  cruel  barbed  wire  atop 
industrial  fences.  On  the  flat  concrete  in  front 
of  the  capitol  they  met  a sour  landlord  with 
club  and  gun. 

The  city  is  a dirty  table  cloth.  Cigarettes  are 
still  smouldering  in  the  ash  trays.  The  center- 
piece  bowl  is  empty.  There  are  no  fountains  or 
gardens.  The  mountains  are  unoccupied  chairs, 
keeping  their  dignity. 

The  sound  of  the  city?  It  is  as  if  you  should 
go  back  and  jiggle  the  short  lever  of  the  toilet. 

Seriously,  there  are  five  thousand  ugly  signs 
and  billboards  on  Central  Avenue.  Every  one  is 
without  dignity  or  taste.  They  proclaim  that  the 
people  inside  must  be  hateful  and  vulgar,  marked 
down  to  half  price. 

The  children  are  never  invited  into  the  living 
room.  The  sleek  purity  of  manufacturing  plants 
is  recessed  and  carefully  guarded.  The  children 
are  shooed  away  from  the  elegant  interiors  of 
office  buildings;  and  they  do  not  know  what 
their  fathers  do  inside.  The  children  are  like  the 
mariachis  with  their  hurt,  uncertain  smile. 

I wonder  how  much  it  would  cost  to  put  the 
parking  lots  underground  and  to  landscape  the 
shopping  centers.  Bells  are  more  endearing  than 
the  sirens  of  Saturday  noon.  A small  bronze 
plaque  would  suggest  the  culture  and  refine- 
ment of  the  proprietor.  A low  wall  with  ornate 
and  open  gate  is  more  inviting  than  a prison 
type,  chain-like  fence. 

The  ultimate  patriotism  is  to  provide  places 
where  the  children  can  watch  the  grown-ups  at 
work.  The  ultimate  patriotism  is  to  shut  up  until 
you  have  furnished  music  and  a place  for  the 
young  people  to  sit  and  talk. 

William  B.  McGrath,  M.D. 


Over  $210,000  worth  of  drugs  was  contributed  by  member  firms  of  the 
Pharmaceutical  Manufacturers  Association  for  victims  of  the  disastrous  earth- 
quake in  Iran  in  September,  1962. 
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after  surgery:  vitamins  are  therapy 


Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion.  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 
Packaged  in  decorative  "reminder”  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 
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Medicare  Legislation 

To  Dr.  Leslie  B.  Smith: 

I am  indeed  pleased  to  know  that  you  ap- 
proved of  my  vote  on  the  medicare  legislation. 

Should  the  Congress  find  the  present  law  (the 
Kerr-Mills  Act)  insufficient  to  meet  the  needs 
of  those  who  did  not  have  an  opportunity  during 
their  productive  years  to  be  included  in  a medi- 
cal-hospital insurance  program,  I am  confident 
that  instead  of  hastily  conceived  legislation,  a 
way  will  be  found  to  meet  this  need  without 
disturbing  the  traditional  doctor-patient  relation- 
ship which  has  provided  the  American  people 
with  the  best  medical  care  in  the  world. 

Carl  Hayden 
United  States  Senate 


Local  Organization 


To  Clarence  E.  Yount,  AI.D. 

Dear  Mr.  Yount: 

Lately  I have  heard  a lot  of  complaints  from 
patients  saying,  “I  sure  like  you,  doc,  and  also 
my  family  doctor.  But  I sure  hate  that  AM  A.”  By 
talking  to  lots  of  patients  I have  discovered  that 
this  is  a very  common  attitude  of  a large  ma- 
jority of  people. 

If  I had  some  time  or  energy  or  influence,  I 
would  stage  a vigorous  campaign  that  funds  such 
as  you  are  collecting  here  be  set  aside  for  our 
state  organization  and  such  for  our  own  TV  and 
radio  show  and  that  you  keep  on  hand  the  best 
speaker  in  the  state  to  combat  such  talks  as  that 
given  by  President  Kennedy. 

For  example,  a much  more  effective  type  of 
program  would  have  been  fifteen  minutes  spon- 
sored by  the  National  AMA,  followed  by  fifteen 
minutes  from  each  state  organization  in  its  own 
state.  In  this  way  the  little  man  would  have 
felt  his  family  doctor  nearby  was  also  talking 
to  him. 

Why  I am  writing  you  this  letter  I do  not 
know,  because  I know  that  national  organiza- 
tions do  not  take  kindly  to  the  local  division’s 
having  any  authority  to  do  anything  on  its  own. 

Most  sincerely  yours, 
E.  G.  Barnett,  M.D. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  vour  Will. 


# # #•#  # # # #. 


TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Resources  $785  Million 


...WITH  METHEDRINE' SHE  CAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas.  H.  s.:  West.J.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

jS  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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In  Memoriam 


Douglas  C.  Terpe,  M.D. 

1931-1962 

OUGLAS  C.  TERPE,  M.D.,  30,  resident  in 
general  surgery  at  Maricopa  County  General 
Hospital,  Phoenix,  died  August  21,  1962  of  a 
myocardial  infarction. 

Dr.  Terpe  was  born  a premature  twin  in 
Wolf  Point,  Montana,  October  4,  1931.  He  grad- 
uated from  Wolf  Point  High  School  in  1949, 
after  which  he  enrolled  in  Jamestown  College, 

Jamestown,  North  Dakota. 

Before  entering  medical  school  in  1957,  he 
married  his  college  sweetheart,  the  lovely  Joanne 
Abels  of  Britton,  South  Dakota.  She  remained 
his  faithful  and  devoted  companion  through- 
out the  trying  five  years  to  come. 

After  completion  of  the  first  two  years  of  medi- 
cal school  at  Grand  Forks,  North  Dakota,  he 
transferred  to  Baylor  University  College  of  Medi- 
cine where  he  received  his  M.D.  in  1961. 

Doug’s  adventuresome  spirit  abounded  in  all  his  endeavors.  A veteran  of  the 
Korean  conflict  (1950-1952),  he  was  awarded  the  army  occupation  medal  while 
serving  in  the  Army  Medical  Corps  in  Germany. 

Despite  having  had  ear  surgery  for  stapes  mobilization  and  a mastoidectomy, 
and  still  later  an  exploratory  thoractomy  for  a mass  in  the  right  chest,  diagnosed 
as  Hodgkin’s  Disease,  his  spirit  remained  undaunted.  He  felt  these  encounters 
with  disease  would  give  him  insight  and  understanding  regarding  other  patients’ 
illnesses.  With  his  usual  good  humor,  he  often  remarked  “I  am  learning  medi- 
cine from  the  patient’s  viewpoint.” 

He  completed  a rotating  internship  at  Maricopa  County  General  Hospital, 
Phoenix,  from  July  1,  1961  to  June  30,  1962.  Remaining  relatively  asymptomatic 
from  the  lymphoma,  his  drive  was  unrelenting.  He  was  just  one-  and  a half 
months  into  his  residency  when  he  had  his  first  cardiac  attack,  on  his  fifth 
wedding  anniversary,  August  16. 

Dr.  Terpe  was  held  in  high  esteem  by  both  fellow  house  officers  and  the  attend- 
ing medical  staff. 

“He  achieved  an  enviable  record  in  his  chosen  field  of  medicine  in  the 
service  of  Maricopa  County  General  Hospital. ’—MacDonald  Wood,  M.D. 

Chief  of  Staff. 

“His  intelligence  and  humility  were  extraordinarily  well  reconciled  so 
that  he  could  be  a true  physician.”— Fred  Foster 

Hospital  Director. 

Classmates  of  the  College  of  Medicine  of  the  University  of  North  Dakota, 
have  started  a memorial  fund  for  medical  education.  A memorial  at  Jamestown 
College  is  also  in  the  offing. 

Amici  our  tears  of  sorrow,  we  do  thank  Thee,  dear  Heavenly  Father,  that 
Doug  did  have  the  knowledge  of  sins  forgiven  and  we  pray  Thee  to  lift  our 
hearts  with  the  hope  of  the  glorious  and  eternal  reunion  in  Heaven  through 
Jesus  Christ,  our  Lord.  Amen. 

Raymond  E.  Hammer,  M.D. 


December,  1962 


43A 


Put  your 
low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
— stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


The 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Sojyia,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


( carisoprodol,  Wallace) 
Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


Dr.  Wiiliam  Duncan  Spining 
Honored  for  Service 

||  R.  William  Duncan  Spining,  medical  director 
0 of  Sage  Memorial  Hospital,  part  of  the  Ga- 
nado  Mission,  Ganado,  Arizona,  recently  com- 
pleted twenty-five  years 
of  service  for  the  Board 
of  National  Missions, 
United  Presbyterian 
Church.  Dr.  Joseph  A. 
Poncel,  Ganado  superin- 
tendent, presented  a 
gold  service  pin  and  a 
certificate  to  Dr.  Spin- 
ing in  a ceremony  at 
Ganado  Mission. 

Dr.  Spining  heads  the 
Sage  Hospital  Staff  of 
over  fifty  members,  one-third  of  whom  are  Nav- 
ajo Indians.  More  than  25,000  patients  were 
treated  in  the  hospital  and  clinics  last  year. 

Dr.  Spining  went  to  Sage  in  1937  as  an  assist- 
ant physician  following  an  internship  at  the  Uni- 
versity of  California  Medical  School  in  San 
Francisco.  He  has  done  further  study  at  Holly- 
wood Presbyterian  Hospital  and  at  Cook  County 
Graduate  Medical  School  in  Chicago. 

A medical  missionary,  Dr.  Spining  was  born  in 
Chile  in  1908  and  came  to  the  United  States 
while  he  was  in  his  teens.  His  parents,  the  Rev- 
erend and  Mrs.  Charles  Martin  Spining,  were 
Presbyterian  missionaries  in  Chile. 

During  the  past  twenty-five  years,  the  medical 
doctor  has  more  and  more  replaced  the  Navajo 
medicine  man. 

Dr.  Spining  has  written,  “As  doctors  and 
nurses  in  the  Master’s  name  and  showing  forth 
His  love,  we  can  through  the  power  of  the  Holy 
Spirit  bring  comfort,  assurance,  peace  and  faith 
where  there  has  been  fear,  doubt,  and  the  dark- 
ness of  superstition.” 


National  Scholarships  Awarded 
Arizona  Students 

FIVE  Arizona  students  have  been  awarded  1962 
National  Foundation  Health  Scholarships,  Ba- 
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sil  O’Connor,  president  of  the  March  of  Dimes 
organization,  has  announced. 

More  than  500  scholarships  are  offered  na- 
tionally each  year  to  qualified  young  Americans 
who  are  interested  in  careers  in  medicine,  nurs- 
ing, physical  therapy,  occupational  therapy  or 
medical  social  work.  Each  scholarship  has  a total 
value  of  $500  a year  for  four  years  of  college  or 
university  education. 

The  Arizona  National  Foundation  Health 
Scholarship  recipients  are: 

Medicine 

John  Quentin  Baker  University  of  Washington 

1010  Lemon  Street  School  of  Medicine 

Tempe,  Arizona  Seattle,  Washington 

Physical  Therapy 

Vivian  Cleda  Blair  University  of 

1606  Oregon  Southern  California 

Prescott,  Arizona  Los  Angeles,  California 

Medical  Social  Work 

Susan  Jean  Campbell  Whittier  College 

4045  East  Earll  Drive  Whittier,  California,  and 

Phoenix,  Arizona  University  of  California 

School  of  Social  Welfare 

Occupational  Therapy 

Mary  Jo  Holman  University  of  Arizona 

3252  East  Pima  Tucson,  Arizona,  and 

Tucson,  Arizona  University  of 

Southern  California 
Los  Angeles,  California 

Nursing 

Kathleen  Ann  Taillie  University  of  Arizona 

1202  West  Roger  Road  Tucson,  Arizona 

Tucson,  Arizona 

AMA  Loan  Program  for  Medical  Students 

FAR-reaching  new  medical  education  loan 
guarantee  program  is  now  under  way  in 
American  medicine. 

The  goal  of  this  program  is  to  help  eliminate 
the  financial  barrier  to  medicine  for  all  who  are 
qualified  and  accepted  by  approved  training  in- 
stitutions. It  is  designed  to  provide  a means  of 
financing  a substantial  portion  of  the  cost  of  a 
medical  education. 

The  loan  program  for  medical  students,  in- 
terns and  residents  is  the  result  of  a cooperative 
effort  by  American  medicine  and  private  enter- 
prise. 

The  program  is  administered  by  the  American 
Medical  Association’s  Education  and  Research 
Foundation.  The  ERF  has  established  a loan 
guarantee  fund.  On  the  basis  of  this  fund,  the 
bank  will  lend  up  to  $1,500  each  year  to  stu- 
dents. The  ERF  in  effect  acts  as  co-signer.  For 
each  $1  on  deposit  in  the  ERF's  loan  guarantee 


Dr.  Spining 
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fund,  the  bank  will  lend  $12.50. 

More  than  3,300  students,  interns  and  residents 
have  borrowed  more  than  $6,000,000  through 
this  fund  since  it  was  started  last  February. 
Physicians  and  others  have  contributed  almost 
$700,000  to  the  loan  guarantee  fund,  which 
makes  possible  these  loans. 

The  guarantee  fund  is  almost  depleted  and 
more  money  is  needed  immediately  to  keep  up 
the  loan  program.  Eventually  it  will  become  self- 
sustaining  as  loans  are  repaid,  but  right  now 
substantial  financial  help  is  needed. 

Your  check  to  the  AMA-ERF,  535  North  Dear- 


born  St.,  Chicago,  will  help  to  keep  this  im- 
portant program  viable. 

Contributions  to  the  Foundation  are  tax  de- 
ductible. 

AMA-ERF  LOANS 
THROUGH  AUGUST  20,  1962 

STATE  OR  POSSESSION  Medical  School  Hospital 

Alabama  $ 1,400  $ 13,900 

Arizona 1,200  6,400 

Arkansas  34,500  3,000 

California  206,900  109,300 

Canal  Zone 2,500 

Colorado 64,800  24,500 

Connecticut  9,200  10,500 

Delaware  . 

District  of  Columbia  . 

128,300 

43,100 

Florida  

65,400 

42,200 

Georgia 

50,000 

25,900 

Hawaii  

3,000 

Illinois 

86,900 

46,600 

Indiana  

87,500 

18,400 

Iowa  

70,400 

12,300 

Kansas 

6,700 

Kentucky  

26,200 

4,700 

Louisiana  

Maine  

47,500 

24,900 

Maryland  

19,500 

24,900 

Massachusetts 

10,000 

25,400 

Michigan  

43,300 

36,500 

Minnesota 

27,400 

42,800 

Mississippi  

45,000 

19,600 

Missouri  

Montana  

99,000 

33,700 

Nebraska  

49,300 

4,000 

New  Hampshire 

4,500 

New  Jersey 

2,500 

5,000 

New  Mexico 

4,200 

New  York 

25,400 

98,700 

North  Carolina  

North  Dakota  

34,900 

9,700 

52,100 

14,100 

Ohio  

67,300 

Oklahoma 

59,200 

16,900 

Oregon  

7,300 

7,000 

Pennsylvania  

40,700 

63,200 

Puerto  Rico  

19,300 

5,300 

Rhode  Island 

5,500 

South  Carolina 

23,000 

1,500 

Tennessee 

134,100 

21,900 

Texas  

90,100 

52,200 

Utah  

16,700 

22,200 

Vermont  

10,500 

3,000 

Virginia 

26,300 

11,700 

Washington 

2,100 

15,100 

West  Virginia  

28,200 

6,600 

Wisconsin 

South  Dakota 

48,400 

21,100 

14,200 

W.  B.  SAUNDERS  COMPANY  ANNOUNCES 
$15,000  WRITING  FELLOWSHIP  GRANT 

To  mark  its  75th  Anniversary  in  1963,  The 
W.  B.  Saunders  Company,  medical  and  scien- 
tific publishers,  are  making  available  $15,000 
for  an  unusual  medical  writing  award.  A dis- 
tinguished committee  will  select  the  grantee. 

The  purpose  of  this  grant  is  to  provide  fi- 
nancially for  a year’s  leave  of  absence  for  a 
distinguished  investigator  who: 

1.  Has  been  doing  fruitful  and  significantly 
important  biomedical  laboratory  research 
over  the  past  several  years. 

2.  Would  like  to  have  time  for  thought  and 
for  preparation  of  his  work  in  mono- 
graphic form. 

The  recipient  of  the  award  will  not  have  to 
agree  to  publish  his  monograph  with  the  Saun- 
ders Company  and  will  be  free  to  write,  instead 
of  a book,  a series  of  journal  articles  reviewing 
his  research. 

Areas  of  research  in  the  medical  sciences  and 
clinical  medicine  which  are  acceptable  for  award 
consideration  are  extremely  broad  with  a pref- 
erence for  these  which  could  be  translated  into 
clinical  usefulness  within  the  forseeable  future. 
The  investigator  should  be  a resident  of  the 
Americas;  but  he  may  be  doing  or  have  done  his 
laboratory  work  outside  the  Western  Plemis- 
phere. 

Applications  for  the  Saunders  Writing  Award 
may  be  submitted  in  an  informal  style  to  the 
Chairman  of  the  Selection  Committee.  The  in- 
vestigator should  indicate  briefly  the  character 
of  his  research  and  where  it  has  been  pursued, 
along  with  a short  resume  of  his  scientific  back- 
ground and  a bibliography  of  his  important 
papers. 

Applications  should  be  submitted  between 
January  1,  1963  and  May  1,  1963  directly  to  Dr. 
Robert  F.  Loeb,  care  of  W.  B.  Saunders  Com- 
any,  West  Washington  Square,  Philadelphia  5, 
Pa.  A decision  on  the  award-winner  will  be 
reached  by  August  1,  1963,  and  the  recipient 
notified.  Formal  presentation  will  be  made  at 
an  award  dinner  in  October,  1963. 


46A 


Arizona  Medicine 


Topics  of  Current  Medical  Interest 


Physician  Supply  and  the  Talent  Pool: 

A National  Problem 

A century  ago  when  a talented  young  man 
wished  to  undertake  a profession,  he  had  three 
major  choices:  medicine,  law  or  theology.  Today 
the  number  of  choices  has  increased  more  than 
a hundredfold. 

The  socio-cultural,  economic,  scientific  and 
other  reasons  for  the  changing  patterns  of  career 
choices  among  the  nation’s  talented  youth  have 
been  discussed  by  dozens  of  experts.  Wolfle,  for 
example,  noted  that  in  1861-1880  28%  of  all  col- 
lege graduates  entered  the  practice  of  medicine. 
By  1951-55  this  figure  had  shrunk  to  2%.  What- 
ever the  reasons  used  to  explain  this  change,  the 
fact  of  the  change  cannot  be  denied. 

The  primary  talent  pool  from  which  medical 
students  are  drawn  are  those  young  men  and 
women  who  are  graduated  from  a college  or 
university  with  a baccalaureate  degree.  In  the 
past  decade,  approximately  75%  of  all  students 
entering  medical  school  have  reached  this  level 
of  academic  achievement. 

If  one  compares  two  principal  indices  of  in- 
terest in  the  study  of  medicine,  namely,  the  total 
number  of  applicants  to  medical  school  and  the 
number  of  students  entering  medical  school  with 
a baccalaureate  degree  with  the  number  of  first- 
level  baccalaureate  degrees  granted  to  male  stu- 
dents in  a given  year— 95%  of  medical  students 
are  males— it  is  possible  to  construct  an  index  of 
medicine’s  relation  to  the  national  talent  pool. 
Figure  1 portrays  the  data  of  this  comparison  in 
ratio  form. 

What  is  happening  as  far  as  medicine’s  share 
of  the  talent  pool  is  clear-cut.  If  the  total  num- 
ber of  applicants  to  medical  school  is  used  as  an 
index  of  interest  in  the  study  of  medicine,  Figure 
1 indicates  that  ratio  between  this  index  and  the 
number  of  baccalaureate  degrees  granted  to 
males  has  dropped  from  .083  in  1953  to  .059  in 
1960.  This  ratio  must  decline  since  the  total 
number  of  applicants  to  medical  school  has 
dropped  in  recent  years  while  the  number  of 
baccalaureate  degrees  has  risen  sharply. 

With  respect  to  the  number  of  students  enter- 
ing medical  school  with  a baccalaureate  degree, 
the  picture  is  somewhat  more  complicated  and 
yields  a less  precipitous  decrease. 

First,  medical  schools  have,  in  recent  years, 
accepted  an  increasing  proportion  of  total  appli- 


RATIO  OF  NUMBER  OF  MEDICAL  APPLICANTS  AMD  NUMBER  OF 
ENTERING  MEDICAL  STUDENTS  HOLDING  BACCALAUREATE  DEGREES 

TO  NUMBER  OF  FIRST  LEVEL  DEGREES  GRANTED  TO  MALE  STUDENTS 


RATIO 


Table  I. 

Submitted  by  the  Division  of  Operational  Studies  of  the  AAMC. 
Source  of  information  will  be  furnished  on  request. 


cants.  In  1953,  46%  of  all  applicants  were  accept- 
ed. By  1961,  59%  of  all  applicants  were  being 
accepted.  Given  the  drop  in  total  applicants,  it 
has  been  necessary  to  accept  a larger  proportion 
of  applicants  to  fill  the  same  number  of  places 
in  medical  schools. 

Secondly,  medical  educators  have  given  in- 
creased attention  to  the  selection  process  and 
therefore  have  been  able  to  maintain  the  propor- 
tion of  students  holding  baccalaureate  degrees 
in  face  of  the  drop  in  applicants.  Thus  the  num- 
ber of  students  entering  United  States  medical 
schools  with  baccalaureate  degrees  has  increased 
but  at  a slower  rate  than  the  overall  number  of 
baccalaureate  degrees  granted. 

The  trend  of  medicine  attracting  a smaller  and 
smaller  share  of  the  pool  of  the  nation’s  talented 
youth  has  continued  throughout  this  past  decade. 
This  ratio  will  continue  to  decline  until  the 
greatly  needed  expansion  in  medical  school  en- 
rollments becomes  possible  by  construction  that 
will  expand  existing  facilities  and  create  new 
facilities. 

From  Association  of  American  Medical  Colleges’  “Datagrams” 
(Vol.  3,  No.  12) 
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Joint  Statement  on  Narcotic 
Addiction  in  the  United  States 

The  American  Medical  Association  and  the 
National  Research  Council  for  many  years  have 
been  concerned  about  and  have  studied  the  nar- 
cotic drug  addiction  problem. 

To  assist  in  carrying  out  its  studies,  the  Ameri- 
can Medical  Association  collaborated  with  the 
American  Bar  Association  in  establishing  a joint 
committee  which  made  an  interim  report  to  the 
two  organizations  in  1958,  and  a final  report 
in  1959. 

It  was  concluded  that  there  was  widespread 
public  and  professional  misunderstanding  about 
this  subject,  specifically  (1)  that  the  Federal 
Bureau  of  Narcotics  believes  drug  addiction  to 
be  a crime;  a belief  that  is  contrary  to  the  federal 
law  and  its  application  by  the  bureau,  and  (2) 
that  the  American  Medical  Association  proposes 
the  establishment  of  community  ambulatory 
clinics  for  the  withdrawal  of  narcotics  from  ad- 
dicts or  for  the  continuing  maintenance  of  ad- 
dicts on  narcotics;  a belief  that  is  contrary  to  the 
official  position  of  the  American  Medical  Asso- 
ciation. 

Historically  society  has  found  it  necessary  to 
employ  legal  controls  to  prevent  the  spread  of 
certain  types  of  illness  that  constitute  a hazard 
to  the  public  health.  Drug  addiction  is  such  a 
hazard. 

The  successful  and  humane  withdrawal  of  in- 
dividuals addicted  to  narcotics  in  the  United 
States  necessitates  constant  control,  under  con- 
ditions affording  a drug-free  environment,  and 
always  requires  close  medical  supervision. 

The  successful  treatment  of  narcotic  addicts 
in  the  United  States  requires  extensive  post- 
withdrawal rehabilitation  and  other  therapeutic 
services. 

The  maintenance  of  stable  dosage  levels  in 
individuals  addicted  to  narcotics  is  generally  in- 
adequate and  medically  unsound.  And  ambula- 
tory clinic  plans  for  the  withdrawal  of  narcotics 
from  addicts  are  likewise  generally  inadequate 
and  medically  unsound. 

As  a result  of  these  conclusions  the  American 
Medical  Association  and  the  National  Research 
Council  oppose  on  the  basis  of  present  knowl- 
edge such  ambulatory  treatment  plans. 


These  two  organizations  support  ( 1 ) after 
complete  withdrawal,  follow-up  treatment  for 
addicts,  including  that  available  at  rehabilitation 
centers,  (2)  measures  designed  to  permit  the 
compulsory  civil  commitment  of  drug  addicts 
for  treatment  in  a drug-free  environment,  (3) 
the  advancement  of  methods  and  measures 
towards  rehabilitation  of  the  addict  under  con- 
tinuing civil  commitment,  (4)  the  development 
of  research  designed  to  gain  new  knowledge 
about  the  prevention  of  drug  addiction  and  the 
treatment  of  addicted  persons,  and  (5)  the  dis- 
semination of  factual  information  on  narcotic 
addiction. 
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National  Academy  of  Sciences 
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Cancer 

bronchogenic  carcinoma  — a challenge  to  medical  profession 
(Hinshaw)  *102 

care  of  patient  with  advanced . malignant  disease,  panel  (Neu- 
bauer.  Green,  Bateman,  Hatcher,  Hertz,  Kaplan,  Kohl,  Neu- 
mann) August  *179 

best  factors  in  relation  to  action  of  environmental  carcinogenic 
agents  (Kotin,  Falk)  May  *95 
malignant  diseases  of  the  colon  (Ravdin)  June  *130 
management  of  mammary  carcinoma  (Berens)  December  *268 
papillary  adenocarcinoma  of  thyroglossal  duct  cyst  (Clawson, 
Kimball)  April  *80 

value  of  radiation  therapy  in  breast  cancer  (Johnson)  April  *94 
Cancer  Seminar 

annual,  February  81A,  March  80A 
Carbon  Monoxide 

correspondence  re  Breazeale-Van  Horne  article  (Condon, 
Hirsch)  July  29A 

effect  of,  on  blood  sugar  (Breazeale,  Van  Home)  April  *77 
Cardiac  Massage 

closed  chest  (Carter)  February  54A 

Cardiac  Symposium 

annual,  January  46A,  January  69A 

Cardiology 

candidate  for  cardiovascular  disease  (White)  July  *153 
maintenance  of  cardiovascular  system  in  the  aged  (Grollman) 

January  *12 

middle  age  fitness  (White)  March  *43 

present  and  potential  usefulness  of  cardiopulmonary  laboratory 

(Lim)  April  *73 

Central  Office  Advisory  Committee 

report.  May  19A 

Chemotherapy 

trends  in  treatment  of  tuberculosis,  including  chemotherapy 
(Wilson)  September  *196 

Chromatin 

sex,  in  buccal  smears,  March  74A 
Civil  Defense 

non-military  CBR  defense  (Walsh)  March  *56 
SURVIVAL  IN  A THERMONUCLEAR  WAR  - series  - 
(Garb),  need  for  action,  June  *143;  effects  of  hydrogen 
bombs,  June  *147;  important  aspects  of  nuclear  radiation, 
June  *150;  basic  principles  of  protection  from  hydrogen 
bombs,  July  *169;  family,  neighborhood  and  community 
shelters,  August  *188 

Coccidioidomycosis 

diagnosis  and  treatment  of,  October  *211 

Colon 

malignant  diseases  of,  (Ravdin)  June  *130 

Committee  on  Narcotic  Study 
meeting,  February  19A 

Common  Duct 

strictures  of  the,  (Cole)  February  *29 
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Congenital  Anomalies 

congenital  tracheoesophageal  fistula  without  esophageal  atresia, 
April  *88 

Corporate  Practice 
act,  July  29A 

of  medicine  (Jarrett)  March  73A 

tax  shelter  for  doctors  (Jacobson)  April  *65 

Cost  Factor 

laboratory  cost  — clinical  judgment  (Robbins)  January  41A 

Diamond  Jubilee 

plans  for,  February  58 A 

Disabled  Indigents 

medical  examinations  for  (Hamer)  September  53A 

Drugs  (See  also  Prescriptions,  Narcotics) 
editor’s  notes,  January  42A 
drug  samples  (McGrath)  January  42A 
phone-call  coercion  (Kurtz)  January  42A 

Edema 

mechanism  of  action  and  use  of  aldosterone  blocking  steroids 
in  edema  (Steinman)  November  *250 

Education,  Continuing 

stroke  and  rehabilitation,  April  77A 

Education,  Medical 

AMA  loan  program  for  medical  students,  December  45A 
editor’s  notes,  August  35A 

physician  supply  and  talent  pool,  December  47A 

Education,  Nursing 

know  all  things,  serve  all  people  (Coulter)  February  *34 
Emphysema 

emphysema-bronchitis  syndrome  (Hiashaw)  June  *136 
Encephalitis 

arthropod-borne  viral  encephalitides  (Ueckert,  Farnsworth) 
March  *52 

Enterovirus  infections 

funds  for,  November  65A 

Esophagitis 

erosive  (peptic)  esophagitis  (Alexander)  March  *81 
Finances 

financial  check-up,  January  60 A 
Fistula 

congenital  tracheoesophageal,  without  esophageal  atresia  (Ga- 
ribpy,  Impellitier)  April  *88 

cerebral  arterio-venous  (Bregman,  Nichols,  Mason,  Hoffmann) 
April *90 

Fitness 

middle  age  (White)  March  *43 

mental  (McGrath)  May  45A,  June  36A,  August  35A 

Fundamental  Research 

symposium,  February  82A 

Gestures 

editorial  (McGrath)  September  40A 


Glands 

endocrine,  and  aging  (Rynearson)  August  *173 

Good  Samaritan  Hospital 

postgraduate  seminar.  May  61A,  October  59A 

Government  Medicine 

correspondence  (Gilbert)  April  56A 

Graft,  Arterial 

carotid  body  tumor,  its  recognition,  resection  and  replacement 
by,  (Englund,  Hoffmann,  Calhoun)  August  *177 

Gynecology  (See  Obstetrics  and  Gynecology) 

Hair  Spray 

warning  against  (Taylor)  July  29A 

Health  Care 

is  this  the  end  of  the  line  (Fister)  January  57A 
review  of  what  the  American  public  wants  in  (Smith)  De- 
cember 37A 

your  immediate  duty  (Smith)  March  49A 
Hospitalization 

changing  picture  of  psychiatric  (Barnard)  May  *105 

House  of  Delegates 

meetings,  January  13A,  August  13A 

Hydrothorax 

Meigs’  syndrome  (Schnur,  Brilhart,  Schnur)  September  *202 

Hyperglycemia 

effect  of  carbon  monoxide  on  blood  sugar  (Breazeale,  Van 
Home)  April  *77 

Hypertension 

arterial  (Reeves)  January  *8 
essential  (Gluck)  November  *231 

Industrial  Relations  Committee 
report,  October  25A 

Insanity 

questioning  the  psychiatrist  about  (McGrath)  March  71A 
Instincts 

editorial  (McGrath)  October  44A 

International  College  of  Surgeons 

biennial  congress,  August  55A 

International  Congress  of  Dermatology 
twelfth,  August  55A 

Inter-science,  Inc, 

San  Diego  symposium,  June  53A 

Jarrett,  Paul  B 

Robbins  Co.  community  award  recipient  49 A 

Joint  Blood  Council 

basic  criteria  for  blood  transfusion,  June  43A 
Joints  (See  Arthritis) 

Juvenile  Delinquency 

an  approach  to  the  treatment  of  (Breitner)  April  *82 
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Kidney,  in  hypertension 

essential  hypertension  (Gluck)  November  *231 

King-Anderson  Bill 

review  of,  June  44A,  September  39A 

Legislation,  corporate 

corporate  tax  shelter  for  doctors  (Jacobson)  April  *65 
professional  corporate  practice  act,  July  29 A 
professional  corporation  legislation,  April  61A 

Legislative  Committee 

reports,  October  19A,  November  19A 

Levopropoxyphene 

new  antitussive  (Ernst,  Jeffrey)  October  *211 
Lithopedion 

undetected  for  14  years  (Buxer,  Smith,  Evans)  March  *49 
Location 

opportunities,  November  64A 

Medical  Care  (See  Health  Legislation) 
alternatives?  (Smith)  October  43A 
editor’s  notes,  January  42A 
is  this  the  end  of  the  line?  (Fister)  January  57A 
King-Anderson  bill,  June  44A 
milestone  (Smith)  January  37A 
on  Medicare  (Ross)  November  58A 
quit  beating  our  doctors  (Maidenburg)  December  59A 

Medical  Court  Cases 

Dodds  vs.  Stellar  (Morse)  February  69A 

Medical  Economics  Committee 

reports,  February  13A,  March  31A 

Medical  Practice 

some  of  my  best  friends  are  doctors  (Gaines)  July  27A 

Medical  School 

addendum  (Volker)  July  41 A 

correspondence  re  addendum  (Smith)  September  55A 
correspondence  (Holmes)  April  56A 
excellence  (Neubauer)  February  56A 

Medical  Society  of  the  United  States  and  Mexico 
presidential  address  (with  Spanish)  March  57A 
annual  meeting,  July  63A,  September  34A,  October  39A,  No- 
vember 36A 

Medical  Students 

AMA  loan  program  for,  December  45A 
Medical  Words 

doctors,  words,  controls  (Smith)  May  *120 
medical  terms  — origin  and  use  (Smith)  June  *167 
sources  of  medical  words  (Smith)  October  *226 

Medieine  — Religion 

Medical-religious  liaison  (Sholin)  August  31A 
Meetings 

regional,  January  72A,  February  83A,  March  81A,  May  63A, 
June  53A;  July  63A,  December  62A 


Meigs’  Syndrome 

case  report  and  review  (Schnur,  Brilhart,  Schnur)  September 
*202 

Meningitis 

cryptococcus  meningitis  (Carreras,  Fonseca,  Del  Rio)  July  *162 
diagnosis  and  treatment  of  coccidioidomycosis  (Winn)  October 
*211 

Mental  Health 

consultative  psychiatry  (Lomas)  October  *228 
gestures  (McGrath)  September  40A 
instincts  (McGrath)  October  44A 

mental  fitness  (McGrath)  May  45A,  June  36A,  August  34A 

patriotism  (McGrath)  December  38A 

southern  Arizona  mental  health  clinic,  April  64A 

Narcotic  Addiction 

joint  statement,  December  48A 

Narcotic  Study 

committee  on,  February  19A 

Narcotics  (See  Drugs,  Prescriptions) 

phone-call  coercion  (Kurtz)  January  42 A 

National  Foundation  for  Eye  Care 

affiliation  with  ophthalmological  societies  (Hansen)  February 
72A 

National  Institute  of  Health 
grants,  February  55A 

National  Legislation 

committee  on,  September  20A 

Nursing  (See  Education) 

Obituaries 

Cain,  William  C,  August  53A 
Goodman,  Clifford  James,  July  52A 
Lemmle,  Malwina  T,  October  49A 
Terpe,  Douglas  C,  December  43A 

Obstetrics  and  Gynecology 

lithopedion  — undetected  for  14  years  (Buxer,  Smith,  Evans) 
March  *49 

joint  meeting,  August  55A 

Ophthalmological  Societies  (See  National  Foundation  for  Eye  Care) 
Patriotism 

editorial  (McGrath)  December  38A 

Platelet  Diseases 

ultrastruetural  diseases  of  platelets  (Rebuck,  Monto)  June  *123 
Pneumatosis  Intestinalis 

case  presentation  of  (Thornton,  Cohen,  Counseller,  Phalen)  Oc- 
tober *218 

Poisoning 

aspirin,  February"  66A 

barbiturate,  January  61A 

isoniazid,  April  63A 

plastic  cement  inhalation,  January'  60A 

vitamin  A,  May  51A 

vitamin  A,  re  correction  (Picchioni)  August  43A 
Folio  Funds 

given  for  research,  November  65A 

Premarital  Examinations 

in  Arizona  (van  Ravenswaay)  February  53A 
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Prescriptions  (See  also  Drags,  Narcotics) 
mail  order  prescriptions,  March  74A 
phone-call  coercion  (Kurtz)  January  42A 

Present,  Arthur  J. 

installed  president,  American  College  of  Radiology,  April  67 A 

Presidential  Address 

Yount,  Clarence  Edgar  Jr.,  June  27A 

Professional  Committee 

reports,  January  18A,  May  11  A,  October  23A 

Professional  Liaison  Committee 

reports,  September  15A,  December  18A 

Psychiatry 

approach  to  the  treatment  of  juvenile  delinquency  (Breitner) 
April  *82 

changing  picture  of  hospitalization  (Barnard)  May  *105 
consultative  (Lomas)  October  *228 
in  practice  of  medicine,  January  71A 

Public  Image 

our  public  image  (Smith)  September  39A 

Pulmonary 

present  and  potential  usefulness  of  cardiopulmonary  laboratory 
(Lim)  April  *73 

Radioisotopes 

diagnostic  use  of  (Owen)  February  *19 

Radiotherapy 

value  of  radiation  therapy  in  breast  cancer  (Johnson)  April  *94 

Religion  — Medicine 

medical-religious  liaison,  August  31A 

Robbins,  A.  H. 

community  service  award,  Paul  B.  Jarrett,  August  49A 
Roentgenology 

erosive  (pepic)  esophagitis  (Alexander)  March  *61 
cerebral  arterio-venous  fistula  (Bregman,  Nicholas,  Mason, 
Hoffmann)  April  *90 

no  cathode  rays  in  Nogales  (Kennedy)  June  *130 

Ross  Laboratories 

golf  trophy  January  46A 

St.  Elizabeth  of  Hungary  Out-Patient  Qiaio 
resume,  April  66A 

Saunders,  W.  B.  & Company 

writing  fellowship  grant,  December  46A 

Secretary’s  Annual  Report 
November  22A 

Sex  Chromatin 

in  smears,  March  74A 

Shallenberger,  Frank  A.  Jr. 

AAGP  golf  tourney  winner,  January  46 A 

Southern  Arizona  Mental  Health  Clinic 
resume,  April  64A 


Southwestern  Surgical  Congress 

annual,  February  82A,  March  81A 

S pining,  William 

honored,  December  45A 

Sugar,  blood 

effect  of  carbon  monoxide  on  (Breazeale,  Van  Horne)  April 

*77 

Taxes 

corporate  tax  shelter  for  doctors  (Jacobson)  April  *65 
Thesaurosis 

hair  spray  (Taylor)  July  29 A 
Tranquilizers 

combined  antidepressant/ tranquilizer  therapy  in  somatic  and 
psychosomatic  illnesses  (Joseph)  November  *239 

Treasurer 

annual  report  of.  May  15A 
Tuberculosis 

ambulatory  treatment  of  (Farness)  February  68A 
trends  in  the  treatment  of,  including  chemotherapy  (Wilson) 
September  *197 

Tumors 

carotid  body  tumor,  its  recognition,  resection  and  replacement 
by  arterial  graft  (Englund,  Hoffmann,  Calhoun)  August  *177 
Meigs'  syndrome  (Schnur,  Brilhart,  Schnur)  September  *202 
treatment  of  advanced  metastatic  (Bateman)  January  *1 

Ulcer 

pathogenesis  of  gastric  and  duodenal  (Dragstedt)  September 
*191 

United  States  Public  Health  Communicable  Disease  Center 
review  of,  October  53A 

University  of  Colorado 

postgraduate  conference,  June  53 A 

University  of  Utah 

continuing  education  courses,  December  62  A 

Ureteroplasty 

use  of  the  vermiform  appendix  in  ureteroplasty  (Gallo)  May 
*110,  with  Spanish  May  *117 

Urokinase 

low,  excretion  in  cancer,  March  74A 
Ventriculo- jugular  shunt 

cryptococcus  meningitis  (Carreras,  Fonseca,  Del  Rio)  July  *162 
Vivisection 

restrictions  on  the  use  of  laboratory  animals  (Smith)  November 
43A 

Wapiti 

return  of  the,  to  Arizona  (Kennedy)  January  *14 

Woman’s  Auxiliary 
meeting,  January  71A 

Yount,  Clarence  Edgar  Jr. 

president-elect,  ARM  A,  biography,  April  47  A 
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Supplied:  Flavored  granules 
for  suspension,  in  30  cc.  bot- 
tles with  dropper-stopper 
calibrated  in  % and  % tea- 
spoonful graduations.  After 
mixing  and  shaking  with  25 
cc.  water,  each  5 cc.  teaspoon- 
ful of  suspension  will  contain : 
Panmycin*  (tetracycline) 
equivalent  to  tetracycline 
hydrochloride  ....  125  mg. 
Albamycin*  (as  novobiocin 

calcium) 62.5  mg. 

Potassium 

metaphosphate  . . . 100  mg. 
Usual  pediatric  dosage: 

Vz  teaspoonful  per  IV2  to  10 
pounds  of  body  weight  per 
day,  administered  in  two  to 
four  equally  divided  doses. 
(Reminder  advertisement. 
Please  see  package  insert  for 
detailed  product  information.) 

TRADEMARK,  REG.  U.S.  PAT.  OFF. 

COPYRIGHT  1962,  THE  UPJOHN  COMPANY 

THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Upjohn 


Liquid  asset 

Now  that  we  have  added  a new  liquid-dosage  form  to  our 
Panalba*  family,  you  may  prefer  to  begin  treatment 
with  Panalba  KM*  Drops  when  dealing  with  infections 
caused  by  susceptible  organisms  in  infants  and  children. 
From  the  outset,  pending  laboratory  determinations, 
your  treatment  is  broadened  in  antibacterial  coverage 
because  of  the  simultaneous  administration  of 
two  antibiotics  that  complement  each  other.  They  were 
carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth 
of  coverage)  and  novobiocin  (selected  for  its  unique 
effectiveness  against  staph).  That  is  why  Panalba  offers 
excellent  chances  for  therapeutic  success. 


When  treatment  for 


is  indicated 


L*J 


roid: 


tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . 

. . . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . 

. . .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . .50  mg. 

Thiamine  HCI  

. . . 10  mg. 

Thiamine  HCi  

. . . 10  mg. 

INDICATIONS:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

(bwoWJ5|  the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 


The  purest  water  available. 


AM  4-0221 

for 

FREE 

Home  Delivery 
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Reprints 


Quit  Beating  Our  Doctors 

S they  used  to  sav  when  knighthood  was  in 
flower  and  the  high  society  lads  wore  tin 
tuxedos  and  galvanized  iron  pants  and  played 

polo  in  the  peasants’  po- 
tato patches,  I’d  like  to 
tilt  a lance  today  for  the 
medical  profession. 

Thanks  to  a lot  of  po- 
litical pollywoggery, 
many  are  looking  on 
nearly  every  doctor  as  a 
treasonable  lout,  a hater 
of  humanity  and  worse. 
The  situation  arises  be- 
cause of  the  Head  Man 
in  the  White  House,  also 
known  as  Chairman  of 
the  Board  of  the  firm  of 
Kennedy,  Kennedy,  Shr- 
iver,  Caroline,  Maca- 
roni (and  now  a third 
Kennedy),  Inc.,  has  been  beating  the  tom-toms 
for  his  private  brand  medicare  bill. 

Mr.  Kennedy  and  his  fellow  warblers  can 
growl  at  the  American  Medical  Association.  But 
if  the  AM  A growls  back  — well!! 

Let  me  agree  there  are  some  doctor-bums,  just 
as  there  are  in  every  other  trade  or  profession. 
I’m  sure  the  Summit  County  Medical  Society 
and  the  AMA  both  were  organized  primarily  to 
protect  the  people  from  being  plundered  by  bad 
doctors.  Locally,  at  least,  doctors  do  a top  job  of 
policing  their  profession  against  inepts,  gougers, 
and  the  like. 

I know  doctors  in  Summit  County  who  sneer 
at  the  Summit  County  Medical  Society  and  some 
who  disagree  with  the  AMA. 

I might  say,  in  passing,  that  I have  disagreed 
with  the  doctors  once  in  a while,  in  my  pursuit 
of  news  stories. 

I have  argued  (with  no  success)  that  if  some 
doctor  does  an  outstanding  bit  of  work  in  a 
critical  moment  and  saves  a life,  the  other  doc- 
tors should  not  quarrel  with  my  desire  to  print 
the  saviour-doctor’s  name.  Some  medics  disagree 
on  this  so  violently  you’d  think  I was  proposing 


the  Beacon  Journal  give  away  do-it-yourself 
surgery  kits  with  each  subscription. 

If  a hound  barks  and  wakens  a family  in  a 
burning  household,  the  pooch  gets  his  name  and 
picture  into  the  paper,  a nice  meaty  bone  and 
perhaps  a medal. 

If  a passerby  jumps  into  a lake  and  rescues  a 
drowning  man,  he’s  a hero  to  all.  But  if  a doc- 
tor does  something  heroic,  mentioning  his  name 
comes  under  the  heading  of  “cheap  advertising” 
to  some  of  my  M.D.-type  friends. 

But  let’s  get  back  to  today’s  theme. 

FOR  some  reason,  too  many  have  the  hare- 
brained notion  that  the  young  man  who 
sweats  his  way  through  medical  school  at  his 
own  expense,  perhaps  goes  on  to  specialize, 
works  for  a couple  years  at  starvation  wages  as 
an  intern  or  resident  and  then  enters  private 
practice,  immediately  becomes  public  property. 

I don’t  hear  Brother  Kennedy  urging  the 
American  Bar  Association  to  do  something 
through  Social  Security  so  that  I can  get  a free 
lawyer  in  my  old  age,  or  a government  paid  one. 

And  I don’t  hear  anyone  yodeling  for  free  en- 
gineering services  from  someone  who’s  gone 
through  Carnegie  Tech  or  Akron  University  or 
Purdue. 

Not  too  long  ago  we  had  a man  out  to  take  a 
look  at  a bunged  up  garbage  disposal  gadget.  He 
walked  in,  looked  at  the  machine  and  said,  “It 
is  out  of  date.  We  can’t  fix  it.  The  charge  will 
be  $6  for  the  call  and  $2.50  for  the  diagnosis.’' 
Now  here’s  where  I needed  Social  Security, 
but  is  anyone  pressing  anyone  about  this? 

Oh  I know  I’m  generalizing  and  singing  off 
key  in  a painful  effort  to  make  a point.  But 
what  I’m  trying  to  get  at  is  this:  Anyone  can 
defend  his  personal  rights,  but  let  a doctor  do 
so,  and  the  hacks  are  after  him. 

Some  think  if  a doctor  lives  in  a nice  home  up 
in  Fairlawn  Heights  it's  solid  proof  that  he’s  a 
gouger,  a sinner  and  a leech  on  the  soul  of  man- 
kind. The  fact  that  the  doctor  who  can  afford 
a 13-cylinder  auto  and  servants  and  trips  to  Paris 
got  so  because  he  was  a GOOD  doctor  and 
thereby  got  a lot  of  business,  seldom  occurs  to 
anyone. 

I suppose  I’ll  be  accused  of  being  a rotter  if  I 
say  I sympathize  with  the  doctors  who  went  on 
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strike  in  the  Canadian  province  of  Saskatchewan. 
I don't  blame  them  one  bit.  Just  what  right  has 
the  Saskatchewan  government  to  tell  the  doctors 
—or  any  other  profession— just  how  they’ll  work 
and  at  what  wages,  and  all  that? 

I wonder  what  the  reaction  would  be  if  Gov- 
ernor DiSalle  urged  the  legislature  to  pass  a bill 
telling  our  rubber  workers  they  must  produce  a 
given  number  of  tires  per  shift  and  at  a certain 
wage,  etc.  Boy!  Would  the  screams  be  loud, 
and  rightfully  so. 

I'm  not  against  health  insurance  for  oldsters. 
But  Mr.  Kennedy  acts  as  if  he  invented  being 
sorry  for  those  who  can't  make  medical  ends 
meet. 

I think  it  was  doctors  who  took  the  lead  in 
setting  up  Blue  Cross  and  Blue  Shield  and  in 
furthering  the  many  insured  medical  plans.  Doc- 
tors saw,  long  before  any  of  us,  that  tragedy 
could  be  piled  on  tragedy  when  long  range  ill- 
ness strikes  a family. 

I suppose  someone  will  now  holler,  “Oh  yeah? 
The  doctors  pushed  those  things  so’s  they  could 
get  paid.’’ 

Well,  why  shouldn't  they  get  paid?  Don’t  we 
have  strikes  in  varied  industries  every  day  over 
such  unimportant  things  as  pay? 

THERE  are  doctors  who  don’t;  but  the  vast 
majority  of  medics  not  only  practice  medicine, 
but  continue  a hard  study  of  it,  all  their  lives. 
They  keep  up  with  new  techniques  and  drugs. 

Do  you  think  they  do  this  so  they  can  charge 
higher  fees?  No,  they  do  it  so  they  can  save  and 
lengthen  lives. 

Do  you  think  the  huge  number  of  oldsters  are 
around  today  because  of  filter  cigarettes  and 
frozen  pizzas?  We  have  more  oldsters  because 
the  medical  profession  has  studied  and  searched 
and  found  ways  of  lengthening  our  life  span  by 
decades. 

But  all  this  is  forgotten  in  the  howls  of  the 
hacks  who'll  chomp  at  anything,  doctors  in- 
cluded, if  it’ll  make  a vote  issue. 

There  are  doctors  who  agree  with  Mr.  Ken- 
nedy’s plan;  and  others  who  disagree  most  an- 
grily. I think  the  latter  have  a perfect  right  to 
their  opinions,  without  being  berated.  And  I’m 
getting  sick  and  tired  of  these  liberals  — liberals 
with  others’  money  and  ability  — who  think  they 


have  a paid  up  license  to  prey  on  the  medical 
profession. 

I don’t  like  a small  segment  of  our  doctors  be- 
cause, frankly,  they  are  always  weeping  about 
“free  clinical  work’’  when  asked  to  support  the 
United  Fund,  and  because  they  duck  commu- 
nity responsibilities  — as  do  too  many  others. 
But  the  vast  majority  of  our  doctors  ought  to 
have  statues  erected  to  them  daily  — not  reviled 
by  hacks. 

IN  CLOSING:  Go  ahead  and  be  for  some  plan 
for  old  age  medical  assistance  if  you  like.  But 
in  the  process  don’t  go  painting  the  medical 
profession  as  an  assortment  of  criminals  merely 
because  it  disagrees  with  President  Kennedy. 
What  you  really  ought  to  do  is  pray  every  night 
that  the  good  doctors  stand  firm  for  their  rights, 
that  they  stay  healthy  and  get  wealthy.  If  they 
do,  you’ll  be  better  off,  too. 

Ben  Maidenburg 
Akron  Beacon  Journal 
Akron,  Ohio 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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THE  SIGNIFICANT  NEW  PHYSIOTONIC 


BRAND  OF  STANOZOLOL 


Usual  adult  dose:  1 tablet  t.i.d. 
Before  prescribing,  consult 
literature  for  additional  dosage 
information,  possible  side  effects 
and  contraindications. 

SUPPLIED:2  mg.  tablets.  Bottles  of  100. 


well  tolerated  oral 
anabolic 


CjjjintWoJ) 

LABORATORIES 
New  York  18,  N.  Y. 


BUILDS 

BODY  TISSUE 

BUILDS  confidence 
alertness  and  sense 
of  well-being 


/ith  WINSTROL,  patients  look  better. . .feel  stronger— because  they  are  stronger 


Future  Medical  Meetings  and  Postgraduate  Education 


American  College  of  Surgeons 
Plan  January  Meeting  in  Phoenix 

The  American  College  of  Surgeons  will  hold 
its  first  1963  sectional  meeting  in  Phoenix,  Ari- 
zona, January  21-23. 

More  than  450  surgeons  from  the  southwestern 
area  of  the  United  States  are  expected  to  attend 
this  scientific  meeting  to  hear  discussions  on 
palliative  management  of  patients  with  malig- 
nant neoplasms,  treatment  of  multiple  injuries, 
surgical  complications  during  pregnancy,  treat- 
ment of  burns,  hypothermia,  present  status  of 
tissue  transplantation,  plus  two  “How  I do  It” 
clinics  on  miscellaneous  subjects,  medical  mo- 
tion pictures,  and  scientific  papers.  Sessions  will 
be  held  in  the  Hotel  Westward  Ho.  All  doctors 
of  medicine  may  attend. 

Dr.  MacDonald  Wood,  Phoenix,  chairman  of 
the  advisory  committee  on  local  arrangements, 
and  his  Arizona  committee  have  chosen  out- 
standing surgeons  from  the  mid-  and  southwest 
as  guest  speakers.  Among  those  from  other  medi- 
cal centers  are  the  following: 

Stanley  R.  Friesen,  Kansas  City,  Kansas 
William  P.  Longmire,  Jr.  Los  Angeles, 
California 

Edwin  B.  Boldrey,  San  Francisco,  California 
Milton  L.  McCall,  Pittsburgh,  Pennsylvania 
Carl  A.  Moyer,  St.  Louis,  Missouri 
Curtis  P.  Artz,  Jackson,  Mississippi 
Henry  Swan,  Denver,  Colorado. 

Dr.  Loyal  Davis,  Chicago,  Illinois,  president 
of  the  college,  will  preside  at  the  Fellowship 
luncheon. 


Regional  Meetings 
Future  Dates 

January  13-19,  1963 
University  of  Colorado 
School  of  Medicine 
General  Practice  Review 
Denver,  Colorado 

March  5-8,  1963 
Colorado  Medical  Society 
Midwinter  Clinical  Session 
Denver,  Colorado 

March  29-31,  1963 
Annual  Meeting 

American  Society  of  Internal  Medicine 
Denver,  Colorado 

May  1-4,  1963 

Arizona  Medical  Association 
Pioneer  Hotel 
Tucson,  Arizona 


Arizona  Academy  of  General  Practice 
Announces  Seminar  on  Psychiatry 

The  Arizona  Academy  of  General  Practice  in 
association  with  The  University  of  Southern  Cali- 
fornia School  of  Medicine,  Department  of  Psy- 
chiatry and  Medicine,  has  announced  its  third 
annual  seminar,  “Psychiatry  in  the  Practice  of 
Medicine.”  The  meeting  will  be  held  February 
9-10,  1963  at  the  Arizona  State  Hospital,  Phoenix, 
Arizona. 


University  of  Utah  Announces 
Medical  Continuation  Courses 

The  University  of  Utah  College  of  Medicine 
announces  the  following  schedule  of  medical 
continuation  courses.  Guest  speakers  who  are 
outstanding  in  their  field  will  assist  the  local 
faculty  in  each  course. 


Principal  speakers  will  be: 

Edward  Stainbrook,  M.D. 

Professor  of  Psychiatry 
Chairman  of  the  Department  of  Psychiatry 
University  of  Southern  California 
Allen  J.  Enelow,  M.D. 

Associate  Clinical  Professor 
Department  of  Psychiatry 
University  of  Southern  California 


1963 


Category  I credit  of  14  hours  will  be  given. 


January  14-17  Anesthesiology 


Registration  fee  will  be  $25. 


March  4-8 
April  1-4 
April  18-19 


General  Practice  Review 
Obstetrics 

Pediatrics  and  Psychiatry 


Address  inquiries  to: 

James  L.  Grobe,  M.D. 

2610  West  Bethany  Home  Road 
Phoenix  17,  Arizona 
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American  College  of  Physicians, 
Postgraduate  Courses,  1963 

January  21-25: 

Diseases  of  the  Blood  Vessels  and  Problems  of 
Thromboembolism— Diagnosis  and  Treatment 
Cornell  University  Medical  College  and 
The  New  York  Hospital,  New  York,  New 
York 

Director:  Irving  S.  Wright,  M.D.,  F.A.C.P. 
Associate  Director:  William  T.  Foley,  M.D., 
F.A.C.P. 

February  11-15: 

Modern  Physiological  Concept  of  Cardiovas- 
cular Disease 

Presbyterian  Medical  Center,  San  Francisco, 
California 

Director:  Arthur  Selzer,  M.D.,  F.A.C.P. 

March  4-8: 

Physiological  Aspects  of  Cardiapulmonary  Di- 
sease 

Indiana  University  Medical  Center, 
Indianapolis,  Indiana 
Director:  John  B.  Hickam,  M.D.,  F.A.C.P. 
Co-Director:  Joseph  C.  Ross,  M.D. 

June  10-14: 

Current  Topics  in  Internal  Medicine 

State  University  of  Iowa,  Iowa  City,  Iowa 
Director:  William  B.  Bean,  M.D.,  F.A.C.P. 
Associate  Director:  Ernest  O.  Theilen,  M.D., 
F.A.C.P. 

June  24-28: 

Internal  Medicine:  Current  Physiological  Con- 
cepts In  Diagnosis  and  Treatment 

University  of  Cincinnati  College  of  Medi- 
cine, Cincinnati,  Ohio 

Director:  Richard  W.  Vilter,  M.D.,  F.A.C.P. 
Co-Directors:  Charles  E.  Kiely,  M.D.  and  John 
R.  Braunstein,  M.D.,  F.A.C.P. 

June  24-28: 

The  Psychosomatic  Illnesses 

University  of  Colorado  Medical  Center, 
Denver,  Colorado 

Director:  Herbert  S.  Gaskill,  M.D.,  F.A.C.P. 


Future  Meetings 

LOS  ANGELES  CONFERENCE  ON 
PEDIATRIC  ANESTHESIOLOGY 

The  Childrens  Hospital  of  Los  Angeles  will 
hold  the  First  Clinical  Conference  in  Pediatric 
Anesthesiology  on  January  26-27,  1963. 

The  program  will  be  devoted  to  the  practical 
aspects  of  the  preanesthetic,  anesthetic,  and  post- 
anesthetic management  of  infants  and  children. 
A model  operating  room  will  demonstrate  mod- 
ern anesthesia  equipment  and  monitors. 

Guest  faculty  will  include  Drs.  Leonard  Bach- 
man, M.  Kathleen  Belton,  and  Robert  M.  Smith. 

For  further  information  write: 

Dr.  M.  Digby  Leigh 
Childrens  Hospital  of  Los  Angeles 
4614  Sunset  Boulevard 
Los  Angeles  27,  California 


Annual  Cardiac  Symposium 
January  18-19  in  Phoenix 

The  Sixth  Annual  Cardiac  Symposium  of  the 
Arizona  Heart  Association  will  be  held  January 
18-19,  1963  at  the  Arizona  Biltmore  Hotel, 
Phoenix,  Arizona. 

Guest  speakers  will  be: 

Dr.  Howard  Burchell 
Mayo  Clinic 
Rochester,  Minnesota 

Dr.  Jesse  E.  Edwards 
Department  of  Pathology 
and  Clinical  Laboratories 
The  Charles  T.  Miller  Hospital 
Saint  Paul,  Minnesota 

Dr.  Alfred  P.  Fishman,  Director 
Cardiorespiratory  Laboratory 
Columbia-Presbyterian  Medical  Center 
New  York,  New  York 

Dr.  Robert  H.  Goetz 
Department  of  Surgery 
Albert  Einstein  College  of  Medicine 
Yeshiva  University 
New  York,  New  York 
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Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  two  antihistamines 
and  tivo  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

"Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40  mg.,  phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


NALDECON 


Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  ><  j / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

11 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


iHedical  Center  OC-^aif  and  Clinical  i.abcratcHj 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Prc^eMicnal  0(-^aif  and  Clinical  Xabcratcrij 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR:  f 

★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

$ POST'  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 

(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 

ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 


PRINTING  - LITHOGRAPHY  - ROTARY 


MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


CASE 


No  offensive 
after-odor. 


^oucks'Powcl&v 

For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


ROBERT  L.  BEAL,  M.D 


OTTO  L BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  MUD. 
HAL  J.  BREEN,  M.D. 


LEE  S.  COHN,  M.D. 


T.  RICHARD  GREGORY,  M.D. 


WILLIAM  B.  HAEUSSLER,  M.D. 


DERALD  G.  MAY,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D 


JOHN  R.  ZELL,  M.D 


ene rat  p sy ch i a try  and  neuroh 


p svch 

clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 


6TA 


December,  1962 


Classified 


BUTLER'S  REST  HOME 


Will  Build  To  Suit  Tenant 
Immediately! 

Location  most  desirable  for  2 or  3 
doctors  of  medicine. 

Across  from  shopping  center  in  growing 
Mesa  area  at  413  North  Alma  School  Road. 

For  further  information  call: 

Mr.  Solem  at  WHitney  6-3461 
D.  D.  Castleberry  Building  & Realty 
641 1 East  Thomas  Road  — Scottsdale 


One  Suite  Now  Available 

MEDICAL  ARTS  CENTER 

24-30  North  Hibbert  Street 
Mesa,  Arizona 

Private  Parking 
Near  Hospital 

Contact  A.  E.  Muccilli,  M.D. 
WOodland  4-1161 


GP  Leaving  for  residency 

Desires  to  lease  or  sell  office  equipment. 
Practice  grossing  $60,000  annually. 

Excellent  hospital  facilities. 

Call  SUnset  2-2565,  Yuma,  Arizona 


• Bed  Patients  and  Chronics 


• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


CAN  YOU  GUARANTEE  THAT  YOU  WON’T 
BE  INVOLVED  IN  AN  ACCIDENT  TONIGHT? 

Of  course  not. 

But  WE  GUARANTEE  that  if  you  are  ever 
disabled  through  accident  or  sickness, 
we’ll  PAY  YOU  EACH  MONTH.  Wise  phy- 
sicians and  dentists  are  protecting  them- 
selves against  “Loss  of  Time”  with  us. 

For  full  details,  without  obligation,  send 
the  coupon  below  — TODAY! 

PHYSICIANS  MUTUAL  INSURANCE  COMPANY 

formerly 

Physicians  Casualty  and  Health  Associations 
“The  Doctors  Company” 

Insuring  Physicians  & Dentists  for  60  years. 

Physicians  Mutual  Insurance  Company 
1 1 5 So.  42nd  Street 
Omaha  31 , Nebraska 

Please  send  me  details  on  your  insurance  protection 
plans. 

NAME AGE 

ADDRESS 

CITY. STATE 
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Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


HILLCREST  MEDICAL  CENTER 

Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 


Phone  MA  3-7591 


Sn  ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


• General  Medical 

• Orthopedic 

• Post-Operative 

• Acute  or  Chronic 

• Convalescent 

• Geriatric 


® Medical  Doctor 
of  Your  Choice 


• Non-Sectarian 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Member  American  Hospital  Association 


Admittance  by  Doctors  of  Medicine  Only 


Katharine  C.  Schmid  Charles  H.  Schmid 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mary  vale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


DISTRICT  NO.  I 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 


3029  E.  2nd  St. 


Tucson,  Arizona 

"Eastablished  1932" 
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ALLERGY 

E.  G.  BARNET,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Allergists 
Fellow,  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy 

EENT  Allergy  Including  Repository  Therapy 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 
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